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Persistent [lhumination of the surgical field 


.... by OPERAY 


An actual photograph which demonstrates Operay’s capacity for persistent illumination 

of the operating area despite heads and arms of surgeon and assistants. 

Surgical vision, to be adequate must, above all, be wninterrupted. 
peray’s unequalled whiteness of illumination and capacity for complete 
directional projection and its ability to furnish unrestricted visual evidence 
of pathology in deep surgical cavities is of inestimable value to the surgeon. 


Our engineers will gladly work with you on your surgical lighting 
problem. Write for descriptive bulletin and installation data. 


SCANLAN-MORRIS COMPANY 


MADISON, WISCONSIN 


Associated: 
OpeRAY LABORATORIES, INC. SCANLAN LABORATORIES, INC. 
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THE HOSPITALS AND THE FEDERAL EMERGENCY 
RELIEF ACT 


HE AMERICAN Hospitat Association has insistently requested the 

Government to permit the use of Iederal funds allotted to the several 

states or political divisions for the payment of hospital care rendered 
the sick and indigent. 

The recent Federal Emergency Relief Act appropriates $500,000,000 
for the relief of the unemployed or indigent, this sum to be allotted to the 
different states and for the purpose of aiding “in meeting the costs of 
furnishing relief and work relief and in the relieving of the hardship and 
suffering caused by unemployment in the form of money, service, material, 
and commodities to provide the necessities of life to persons in need as 
the result of the present emergency.” 

The voluntary hospitals have for the past three years been taking care 
of the indigent and unemployed sick without any recompense from gov- 
ernmental relief agencies. The new act, if sympathetically interpreted and 
properly applied, would permit the use of the allotments to the several 
states for the purposes of the act, to be used in reimbursing our hospitals 
for the care of the indigent and unemployed sick. 

The administration of this act has been placed in charge of Mr. Harry 
L. Hopkins, an able and a conscientious gentleman whose lifetime has 
been spent in public welfare activities. The American Hospital Associa- 
tion, by authority of the Board of Trustees, has addressed the following 
communication to Mr. Hopkins as administrator of the Emergency Relief 
Fund. If our hospitals, individually and in groups, will state their case 
fairly to Mr. Hopkins, we feel that his approval will be granted. 

We believe that our institutions should refrain from imposing undue 
political influence upon Mr. Hopkins to secure sympathetic action on our 
request, or upon any other public official who is doing his best to discharge 
the duties of his office under the existing trying circumstances. We believe 


that it would be a better procedure for each institution to send to Mr. 
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Hopkins a statement of the number of patients among the indigent and 
unemployed of its community to whom it has given hospital care within 
the last few months, and supplement the request of the American Hospital 
Association with its own request that in the future Federal funds be made 
available, through the proper state or local agencies, for reimbursing hos- 


pitals for the care of unemployed and indigent patients. 


June 27, 1933. 
The Honorable Harry L. Hopkins 
Administrator, Federal Emergency Relief Administration 
Washington, D. C. 


My dear Mr. Hopkins: 

The American Hospital Association represents in its membership 2,200 
hospitals, the majority of which are voluntary hospitals, located in every 
city in the United States. Over 50 per cent of all hospital beds in this 
country is represented in the membership of this Association. This mem- 
bership includes in its large majority the voluntary hospitals of the country 
and only in a relatively small percentage of its membership represents the 
governmental hospitals. 

The Board of Trustees of the American Hospital Association adopted 
a resolution, which was later approved by the Association in convention 
assembled, requesting that the Federal government in granting appropria- 
tions to the several states or other political subdivisions approve of the 
payment in whole or in part for service rendered by the hospitals in the 
care of indigent and unemployed sick. 

The Board of Trustees calls the attention of the government to the fact 
that our governmental hospitals supported by taxation have, in every in- 
stance, been crowded beyond the limits of their capacities in their effort 
to provide care for the indigent sick. The voluntary hospitals have, 
during the past three years, exhausted their resources in their efforts to 
assist the government in the relief of suffering among the indigent and 
unemployed. They have accepted the increased burden of charity patients. 
For several months past more than 33% per cent of admissions to the 
voluntary hospitals throughout the country have been patients who were 
unable to pay for their care—indigent and unemployed. Because of over- 
crowded conditions and lack of facilities to give efficient professional care 
under such conditions, the tax-supported hospitals could not properly 
hospitalize these patients who came to the voluntary hospitals and were 
admitted. If it were not for this liberal and continuing policy of our 
voluntary hospitals to accept the increased burden of charity patients, our 
communities would have experienced unheard of suffering among their in- 
digent and unemployed sick and would have faced the constant danger of 
widespread epidemic of disease. 

In 1932 of 7,228,061 patients admitted to all the hospitals of this 
country, 71.7 per cent, or 5,178,508, were admitted by the voluntary hos- 
pitals and only 28 per cent, or 2,049,558, were admitted to the govern- 
mental institutions. Of this latter number a very large percentage of 
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patients were admitted as custodial patients in nervous and mental, tuber- 
culosis, and other special hospitals. 

The voluntary hospital system in the United States has been on the 
verge of a complete break-down for the past two years. For the service 
which they have rendered the indigent and unemployed sick they have 
received no remuneration in any form nor any assistance whatever from 
national or governmental relief organization. 


Of all people, the indigent or unemployed person who, by reason of 
his physical incapacity to earn a livelihood (even if the opportunity to 
do so were afforded him), has to enter a hospital comes with the greatest 
emphasis within the provision of Section 4 of the Emergency Relief Act 
which authorizes the administrator “to make grants to the several states 
to aid in meeting the costs of furnishing relief and work relief and in 
relieving the hardship and suffering caused by unemployment in the form 
of money, service, materials, or commodities to provide the necessities of 
life to persons in need as a result of the present emergency.” 

To illustrate how large the contribution to the relief of the indigent has 
been, thirty-one voluntary hospitals in the City of Chicago gave, in 1932, 
599,134 free hospital days to the care of indigent and unemployed sick, 
against a total of 1,125,579 hospital days provided in all of the government 
tax-supported institutions in Chicago and Cook County. 


The experience in Chicago and Cook County will be repeated in every 
metropolitan or rural community throughout the United States. 


The American Hospital Association believes that it is only fair and 
that it is simple justice both to the indigent and unemployed sick as well 
as to the voluntary hospitals that the government, through the administra- 
tion of the law of which you are the Administrator, authorize the re- 
imbursement in part or in whole to hospitals for the cost of care they 
give indigent and unemployed patients. There can be no difference of 
opinion as to the necessity for providing this care for these of our citizens. 
It is a fair legal assumption that the care of the indigent sick is an obliga- 
tion of the state. Many of our commonwealths have adopted this policy 
as a permanent program and, of course, the majority of our cities and 
rural communities. 

The American Hospital Association does not believe that the cost to 
the government for this care is prohibitive, nor that it will seriously en- 
croach upon the funds for your administration under the Act for 
unemployment relief. Eight per cent, or $40,000,000, of the total amount 
appropriated would relieve the greater part, if not all, of the indigent 
and unemployed patients for hospital care. It would provide for a million 
hospital days a month for one year, or with an average stay in the hospital 
of twelve days, between 80,000 and 100,000 indigent and unemployed 
patients could be admitted and discharged from our hospitals each month. 


During their stay in the hospital, the Emergency Relief Administration 
would not have to provide, for these indigent and unemployed sick, food, 
clothing, or other commodities, and the cost of providing these items to 
the patient if he were well would not be greatly in excess of what your 
administration would have to pay for his hospital care. 


The low record of morbidity among the people of the United States 
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during the past three years is not likely to be again experienced. The 
indigent and unemployed who were in need of medical and hospital atten- 
tion have denied themselves of these services with a resulting lowered 
physical resistance and an increased hazard of illness. 

The voluntary hospitals must survive. It is doubtful whether they can 
continue without definite relief, at least to the extent of reimbursement 
at the actual cost of service for the care of indigent and unemployed 
patients. They will continue in the future as they have in the past two 
years to render every possible assistance to the sick, but the limit of their 
financial ability to give a large amount of charity without any fair return 
is rapidly approaching. 

The hospitals represented in the membership of the American Hospital 
Association will codperate in every way with the purposes and policies 
of the Federal Government. The American Hospital Association presents 
all this for your sympathetic consideration and urges with all the force 
and justice of its request that you, as Administrator of the Emergency 
Relief Act, approve of the disbursements of such a part of the funds as 
may be allotted under the Act to the several states or other political sub- 
divisions for emergency relief to be used for the reimbursement of hos- 
pitals for the care which they give the indigent and unemployed sick. 

The American Hospital Association believes, most emphatically, that 
the appropriations of government funds for the building of new hospitals 
is justified only in exceptional instances. It has the strong conviction that 
such monies as might be appropriated for new hospital construction and 
by this means increasing the burden of taxation on communities for years 
to come would be much better spent if it were devoted to the relief of the 
indigent and unemployed sick; that existing hospitals, governmental as 
well as voluntary, if properly supported, have sufficient bed capacity to 
take care of any increased load which the care of the indigent and un- 
employed sick might impose upon them. 


Of 1,000,000 beds distributed in the hospitals in different .cities and 
rural communities throughout the United States, over 200,000 of this 
total (including beds in government and non-government hospitals) are 
at present unoccupied, 146,000 of which are unoccupied beds in voluntary 
hospitals. 


Very respectfully yours, 
Boarp OF TRUSTEES 
American Hospital Association 





o, 
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THE INCREASING VALUES OF ORGANIZATION 


N THE National Industrial Recovery Act the Government particularly 
emphasizes its intention to deal with representative associations to ef- 
fectuate the purposes of the Act. 

General Hugh S. Johnson, administrator, in his address Sunday evening, 
June 25, stated in effect that the Government preferred to deal with 
associations representing the majority interests of the industry, commerce, 
or other activity concerned. He further stated in effect that the more 
representative the association, the larger its membership, the closer-knit 
its organization, the more effective its program and policies would be. 

While the Government will not insist upon the individual unit’s joining 
the association representing the particular group in which its interests lie, 
still that unit would be very unhappy outside the association. The Gov- 
ernment policy, as announced by General Johnson, will be to deal with 
organized groups highly representative of the activities they represent. 

There are many things concerning hospitals, their management and pro- 
cedure, their benefits and the things that will operate to their detriment 
which may and possibly will come within the purview of national govern- 
mental policies. It is not only to be desired, but would be greatly worth- 
while if every hospital would ally itself with a strong national hospital 
association. 

The formation of hospital councils closely tied into and a part of the 
American Hospital Association would add great force to the presentation 
and determination of policies through a strongly organized association. 
The hospital councils, first organized in the metropolitan areas and later 
formed in the rural communities, would—working with and through na- 
accomplish a great deal of good for the indi- 





tional hospital associations 
vidual hospital as well as for the entire field. 

Each national association wants to contribute as much as is possible to 
the material benefit of each member of its group. It can better accomplish 
this if its numerical strength is large. The more nearly it represents the 
entire membership of its activity, the stronger will be its influence and the 
sounder will be its policies. 
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THE RISING TREND OF COMMODITY PRICES 


HE RISE in the price of foodstuffs and raw materials within the past 

few weeks presages a very definite increase in the price of practically 

every commodity purchased by our hospitals. The increase in the 
value of wheat has brought flour prices up to their highest level in the last 
three years, with every indication that they will go higher. Meats, vege- 
tables, and fruits are experiencing a like movement. Textiles and instru- 
ments, as well as the larger equipment, show increases which will add 
materially to the total of disbursements of hospitals. 

Instruments and supplies purchased from abroad, particularly from 
Germany and France, are influenced by the value of the dollar. Where 
the merchants of those countries have up until recently accepted payment 
in dollars, they are now demanding that payments be made in marks and 
francs, with a resulting increase in cost to the importer. 

Hospitals have reduced their inventory of commodities and supplies as 
low as possible consistent with the demands for an uninterrupted service. 
Those who have purchased for future delivery have been particularly for- 
tunate. While under the new National Recovery Act prices are likely to 
be stabilized, it is altogether probable that those commodities which are 
used largely by hospitals will be stabilized at a higher level than they have 
been purchased for in the last two or three years. While Government will 
not permit excessive profits to be made chee in the manufacture or in 
the merchandising of necessities, it is to be expected that the prices will 
be materially greater than during the period when manufacturers and 
jobbers were disposing of their inventories. 

Where possible, hospitals will find it to their advantage to study price 
levels carefully and to place their orders in anticipation of the rising trends 
in prices. 


°, 
—— ---& 
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Professional Liability Insurance for Hospitals’ 


JOHN W. MARTIN, M.D. 
Vice President and Director, Surgical Department, U. S. Fidelity & Guaranty Co., Baltimore 


TATISTICs tell us that during the last ten years malpractice suits against 
doctors and hospitals have increased 25 per cent, and are still on the 
up grade. 

This is due in part to our machine age and the increased hazard to 
life and limb in our factories, mines, oil fields, and transportation sys- 
tems. Thousands of automobile accidents are reported each year. All 
of these industrial accidents contribute their share to malpractice suits. 
They constitute a fertile field of profit for the just and the unjust alike 
and the dockets of our civil courts are literally choked today with damage 
suits, while a few years ago such suits were rare. Due to the pressure 
of the times, pressure on non-paying patients, resulting in retaliative 
measures and many schemes that approach blackmail in their efforts to 
turn liability to asset, hospitals are getting more than their share of mal- 
practice suits. Many of these suits are without foundation and are the 
results of someone’s trying to avoid paying honest debts, or are the result 
of some unworthy patient whose symptoms and complaints are aggravated 
or instigated by some shyster lawyer, or the complaint is aggravated by 
some doctor’s talking to his patient, or by the patient’s talking to some 
other doctor. Perhaps a nurse or an intern sows the seeds of discontent 
by sympathizing with the patient about some fancied grievance. 

Hospitals are often looked upon as a means of profit in a successful 
claim. The claimant may be anyone. The basis of the claim is unlimited 
in its scope. It may come from a visitor, a workman, a former patient— 
or an employee may allege damages against the hospital for injuries suf- 
fered, either physical or mental or to his or her property, and these 
injuries may be real or imaginary, honest or dishonest, but in every case 
the institution must face the charge with some form of reply. 

There are, of course, cases of carelessness and ignorance where the 
plaintiff has justice on his side, but whether the accusation be just or 
unjust, you should be prepared to protect your position knowingly and 
well. The protection of a hospital’s assets, resources, and reputation 
against malpractice suits by former patients is a vital subject for the con- 
sideration of the administration of every institution which strives for ideal 
management. Every hospital should be on the alert to see that its per- 
sonnel is efficient and trustworthy, for carelessness and negligence are the 
bases for most malpractice suits. 


1Read before the joint meeting of the Illinois, Indiana, and Wisconsin Hospital Asso- 
ciations, Chicago, May 4, 
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After many years of active practice it was my privilege, some four years 
ago, to be appointed to the position I now hold and it has been our chief 
aim to see that competent and efficient service is given injured employees 
at an economical cost, not having in mind the actual financial cost so much 
as to see that competent and efficient service is given injured employees at 
an economical cost—not having in mind the actual financial cost so much 
as to see that good surgery is done. We realize that in this way not only 
the humane but also the economical problem is being solved. In securing 
some eight thousand accredited surgeons throughout the United States, 
I have been surprised at the lack of cooperation and the indifference of 
hospitals in helping to solve this problem. I find the workshops, or hos- 
pitals, of some of our doctors are not up to the minimum standard of 
the American College of Surgeons. With your cooperation this organ- 
ization is doing a great work in seeing that good service is given, and in 
raising the standards of worthy hospitals. 

No doubt many cases do arise from carelessness or indifference and a 
great deal of this can be eliminated by the selection of competent nurses. 
A nurse should not be allowed to enter training just because the preacher 
or doctor of a given community has influence. She should be chosen for 
her mental as well as her physical and spiritual worth. 


coo = WHAT Is TRUE of the nurses’ training school applies to the super- 

intendent of nurses and the floor supervisors as well. No training 
school of nurses can be looked upon with great respect when a patient is 
suffering severe pain and asks for a hot water bottle and is told there are 
no more hot water bottles on the floor; when a patient complains of noise 
in the hall due to hilarious conversation between visiting doctor and nurse; 
when a patient is aroused from a deep sleep, that perhaps is more im- 
portant than any medicine or treatment, just in order to follow out some 
general routine. If such conditions exist there is something wrong with 
supervision, and disgruntled patients and malpractice suits will be the 
result. 


What is true of the nurses and their supervisors is true to the same 
degree in the selection of interns and attending staff of physicians. Just 
because an intern comes well recommended from a scholastic standpoint 
does not imply that he is the alpha and omega of all things. We have 
found many cases in which the blame of negligence has been charged up 
to the nurse when we know of a certainty that the trouble was due to the 
fact that the intern ordered a nurse to do something which he should have 
done himself. The great majority of our nurses are women of the highest 
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type, ever willing to do their share and they should not be penalized for 
mistakes for which they are not responsible. 


The general taking of verbal orders should be eliminated entirely. No 
nurse should carry out orders unless they are signed by the doctor in the 
order book. More attention and interest should be given by the visiting staff 
to intern training. The American College of Surgeons requires that cer- 
tain courses of study and clinics be given to the interns by the visiting staff. 
Much to my surprise I have found that this is not done in some hospitals, 
or is a perfunctory gesture in many instances just in order that the hos- 
pital may maintain its rating. The intern has theoretical knowledge but 
is “at sea” from a practical standpoint. So the attending staff should be 
competent to give him the practical instructions and thus avoid many mis- 
takes which cause poor end results and sometimes malpractice suits. I 
recall inspecting a fracture case just recently which was put up in exten- 
sion. The case was ordered to the x-ray room for a check-up. The intern 
took off the extension at the bedside and when the patient arrived at the 
x-ray room the fracture had slipped and the work had to be done over. 


The mistakes made in the use of wrong solutions give great anxiety 
to all concerned. For example, few months ago in one of our accredited 
hospitals, a young girl was operated upon by a surgeon of high standing 
who was insured by our company. The anesthetic was given by a physi- 
cian specializing in anesthetics, and he was also insured. During the 
operation the patient showed evidence of shock, and normal saline was 
ordered by the anesthetist. The nurse brought the apparatus and a solu- 
tion, and proper technique was used in its administration. During the 
administration of the fluid, an intern came into the operating room and 
said, “I smell formaldehyde.”” What really happened was this: The nurse 
had used a solution of formaldehyde, and, realizing her mistake, told the 
intern. He rushed into the operating room, had the needles removed, but 
too late. The breast sloughed, leaving nasty scars, prolonging hospitaliza- 
tion, pain, and suffering, for which suit was brought for $10,000 against 
the surgeon on the assumption that he was in charge and responsible for 
the entire personnel of the operating room. This is a mistaken idea, for 
courts have ruled that the hospital is responsible for its operating room 
personnel, and the surgeon only for his work and orders given by him. 
With these facts in mind a stand was taken that the anesthetic was being 
given by an anesthetist paid by the hospital, and that the surgeon was re- 
sponsible only for the giving of proper directions of treatment and not 
for the administration, as that was the duty of the hospital and the an- 
esthetist. In order to shield the hospital, which carried no insurance, the 


anesthetist stated that he had a cold and could not smell or he would have 
[12] 














July, 1933 JOHN W. MARTIN, M.D. 


detected the odor of a weak solution of formaldehyde against other odors 
of the operating room. The fact remained that the nurse did not have 
acold. The case was settled for $5,000, which could never repay the irrep- 
arable damage done to an innocent young patient through the careless- 
ness of a nurse. 

One of the most pathetic cases that have come to my personal observa- 
tion was that of a competent and hard-working young probationer who was 
carrying a two-gallon glass container filled with carbolic acid over a slip- 
pery floor. She fell and the bottle broke and the contents were spilled 
over her body. Her pathetic death was due to one thing—carelessness— 
and indifference on the part of the surgical supervisor in not having proper 
technique in the management of the operating room. Why the need of 
a tz0-gallon glass jar of carbolic acid around any operating room? 


ew Ir is high time that active measures be taken by you gentlemen to 
see that such conditions do not occur. This can only be done by 
demanding that competent and efficient help be had in your institutions. 


It might be of interest to know what constitutes negligence. The wrongs for 
which individuals seek redress consist of two main classes, those which result from 
a breach of contract, and those which arise from negligence or from wrongs com- 
mitted, such being generally known as torts. A breach of contract consists in failing 
to do something that one has agreed to do, or in doing something that one has 
agreed not to do. A tort consists in doing something to the prejudice of another 
which one ought not to do, or doing some rightful act but in a negligent or wrong- 
ful manner, time, or place, or by failing to do what ought to be done, thereby 
causing suffering or injury to another. 

The difference between actions based on contract and actions in respect to torts 
must be noted. If it can be proved that a hospital agreed to give certain services 
to a patient and failed to give them or is not competent to give them, it is possible 
that the patient would be able to recover damages, whereas in the absence of an 
express or implied contract he could not recover if the case was taken on the basis 
of liability for torts. Here it may be noted that in general an action for tort will 
lie against a corporation whenever it will lie against an individual, so the mere fact 
that a hospital is incorporated is not sufficient to relieve it from liability. 

As the liability of the hospital depends upon whether the doctor or nurse attending 
the patient has been guilty of negligence, it is necessary to consider what in law 
constitutes negligence. Negligence is a relative term. There are no legal degrees 
of negligence. It is negative rather than positive and implies the absence of the 
care, prudence, or forethought required. Exceptional obligations of care and cau- 
tion may be required in certain cases, and in establishing negligence it must be 
shown that an existing duty has not been performed. That is, the party complaining 
must point out how the duty arose which is alleged to have been neglected. After 
the duty has been pointed out, the failure to perform it must be proved—that is, 
the existence of the negligence. The presumption is that the individual will perform 
his duty until the contrary is shown. So then, according to law, a hospital is liable 
for the negligence of — 

a) Nurses in the course of purely administrative duties over which the board has 

control. 

b) Other officers while under the control of the board. 
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c) Its professional staff (surgeons, physicians, etc.) in the course of their pro- 
fessional duties, if it has not exercised due and reasonable care in their selec- 
tion and appointment. 

The mere fact that the officers are or are not remunerated is immaterial and the 
board is under no greater liability to a paying patient than a non-paying patient. 

It must be remembered that although the law is liberal in its support of 

physicians and hospitals, the fact remains that if the case in question can 
produce enough facts to make it a case for the jury to decide, the chances 
are that a verdict in favor of the plaintiff will be rendered. That is why 
many cases are settled when we feel certain they do not have any merit. 


NATURE OF CLAIMS 


ov IN THE REVIEW of five hundred cases representing sixty-five differ- 
ent hospitals insured during the last five years, we found that mal- 
practice suits were distributed as follows: 


3urns from hot water bottles, packs, poultices, etc........ 23% 
Errors in operating room technique, including anesthetics, 
hypodermics, injections, etc........... Pelee eticne Moret 17.7% 


Improper surgical and medical treatment in hospitals that have 

paid staffs or are owned by physicians................. 10% 
Self-inflicted injuries which might have been prevented by 

more constant attention, in insane and delirious patients.. 10% 
Self-inflicted injuries by sane patients due to lack of atten- 

tion, such as, patients being allowed to take care of them- 

selves too soon after some serious operation or illness; by 

not being properly attended when first using crutches after 

some serious injury, resulting in a fall and causing a fresh 


ee Pe ee eT eee RS eT ee aE 10% 
X-ray, radium, violet-ray, diathermy, etc................. 12% 
Maternity cases—child or mother—postnatal care.......... 7.7% 
Imoroper surgical Gressimgs..... cies s cece sas ceves vans ° en 
Miscellaneous ........ Sratuee ie Bar eh ie kA ena re tae bs ans 7.2% 


Burns due to hot water bottles, packs, poultices, and so forth can be 
prevented in practically all cases if intelligent and careful supervision is 
performed. Hot water bottles are not carefully enough protected by 
proper covers, and the temperature of the water is not always tested by 
thermometer. On the other hand, however, many claims on the ground 
of burns alleged to have been due to hot water bottles have been fraudulent 
in character, yet the plaintiff has secured liberal damages; for example: 

A woman patient was admitted to a hospital in Alabama for an operation 
and made a short and uneventful recovery. However, claim was brought 
against the hospital about a year later and suit finally entered for $50,000 
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damages. It was alleged that while at the hospital, due to negligence or 
error of someone, she received an abdominal burn from a hot water 
bottle, and that such burn caused a serious and extended disability requir- 
ing treatment at another hospital with great expense, suffering, and per- 
manent physical injury and disfigurement. 

A nurse of the hospital being sued stated that she had asked the hus- 
band of the patient about this burn and he admitted to her, in the presence 
of a hospital intern, that he himself had caused the burn prior to his 
wife’s admission to the hospital. Several other employees of the hospital 
stated that they had observed the burn at various times while the patient 
was at the hospital, and it must have been a preéxisting one. All of this 
was subsequently denied by the plaintiff and her witnesses when the case 
was tried. After three days’ trial, the jury finally disagreed, eight being 
in favor of the plaintiff and four in favor of the defendant. A second 
trial was held and this time a verdict for the plaintiff of $30,000 was 
awarded. 

A motion by the hospital’s attorneys for a new trial was denied so they 
appealed the case to the Supreme Court of the State of Alabama. This 
court reversed the judgment and ordered a retrial. Shortly after this 
action, the plaintiff’s attorneys offered to compromise for $10,000, so the 
case was finally settled for $2,750 plus court costs and attorneys’ fees. 
(A case of positively no merit.) It is conclusive proof of the necessity of 
proper protection by competent legal talent in defending cases of this 
character. 


ow =A CASE OF BURN which had merit was brought against the —T—— 

Hospital of Massachusetts for alleged injuries to a patient under 
treatment. Suit was also instituted against the patient’s physician, who 
had charge of the case at the hospital. Both the hospital and the physi- 
cian carried liability insurance. The patient had been operated upon for 
cancer of the breast. It was alleged that while unconscious after opera- 
tion, burns were sustained from hot water bottles which were applied at 
too high a temperature, without proper protection, and for too long a 
period. The patient was later transferred to another hospital and finally 
died. The suit was defended, tried in the lower court, and a verdict given 
the plaintiff for $18,750 damages, but the physician was exonerated. Our 
company paid the total amount of indemnity under the policy—$5,000— 
with the hospital contributing $2,500, which was accepted by the plaintiff, 
and the case dismissed. This circumstance indicates the value of 
obtaining large limits of insurance, as here the minimum policy was carried 
and so it was necessary for the hospital to contribute to the settlement. 

[15] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


The company, of course, paid the attorneys’ fees and the defense expenses 
in the several cases, which amounted to nearly $4,000 more. 

I could cite many cases due to error in operating technique. To 
illustrate : 

In March 1928 two suits were filed against the F——- B—— Hospital 
of North Carolina, one by a former patient for alleged injuries sustained 
by her as the result of operation, and the other by her husband for “loss 
of services” based upon the same occurrence. The first suit was for 
$30,000 damages, and the second for $20,000. 

The alleged malpractice was that injuries were caused in the course of 
an abdominal operation and that a surgical sponge was left in the ab- 
domen, complicating and prolonging her disability. 

The defense was to the effect that the hospital was not at fault, the 
operation being performed by a staff surgeon on his own patient, and he 
was not selected by the hospital. 

Unfortunately, both the operating surgeon and the anesthetist died 
before the trial, so the defense had lost their most important witnesses. 
Still it was believed that our defense of no liability as respected the hos- 
pital was sound, even though malpractice in the operation could be proved. 
The court, however, gave the case to the jury, and much to our surprise, 
damages against the hospital for $10,000 were awarded in the first suit 
and nominal damages of $75 in the second for “loss of services” to the 
husband. 

Both suits were appealed and heard by the Supreme Court, which or- 
dered a retrial. The attorneys for the patient and her husband, realizing 
that a retrial under the instructions of the Appellate Court would result 
in a verdict against their clients, dropped the suits. 

In one of our leading hospitals in Iowa, a surgeon of note was doing 
a sacral block with novocaine, but the solution given him was contami- 
nated, which caused a complete slough of the skin and muscles over the 
sacrum. It was necessary to pay $5,000 to settle the case. 


os To ILLUSTRATE FURTHER the different classes of malpractice suits. 

A well-equipped private hospital in Iowa, owned by a group of 
physicians, gave x-ray treatment for a fibroid uterus. (I will not comment 
on this form of treatment.) However, someone forgot to put in the filter 
screen, causing burns of the abdomen, extending in many places almost to 
the peritoneum. Fortunately, after two years of competent and expensive 
surgical care, a fair end result was obtained at a cost of about $3,500, 
and in addition to this expense, $10,000 was given to settle the case. This 
was little enough for the suffering and life-long disability of the patient. 
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The L—— Hospital of Nebraska was treating a woman patient for a 
mental disorder. The physician at the hospital ordered restraints which 
were removed upon protest of the patient’s husband and with the physi- 
cian’s consent providing a nurse was in constant attendance. The nurse 
left the room for a few moments to remove a glass, as she had been in- 
structed not to leave it within the patient’s reach. During her absence 
the patient leaped from the window, causing severe fractures of wrists 
and pelvis. A claim for negligence was brought against the hospital by 
the patient’s husband. The hospital desired to compromise, which was 
done for $3,500 in addition to expenses incurred. 

A boy was brought to the H—— Hospital of Ohio for an eye opera- 
tion. It is alleged that through a misunderstanding, the patient was an- 
esthetized, taken to the operating room, and a tonsillectomy and adenoid- 
ectomy performed. The eye surgeon arrived subsequent to the operation 
but before the patient had regained consciousness. He was again an- 
esthetized and the eye operation performed. The father of the child 
threatened suit against the hospital. The company, of course, assumed 
all expense of the defense. The company and the hospital felt that the 
parents could be convinced that the operation, while admittedly an error 
and possibly not needed, was necessarily a benefit to the child, and their 
belief was justified, as finally the plaintiff dropped the case. 





The B—— Sanitarium of California had charge of a maternity case. 
The infant was believed normal by the hospital staff, but one night in 
the nursery a nurse found it choking and it died fifteen minutes later. 
The father of the child threatened suit against the hospital, claiming dam- 
ages for the loss of the infant and mental anguish and depression suffered 
by his wife. He alleged negligence on the part of the hospital in not 
ascertaining that the infant was subnormal. It was maintained at the 
coroner’s inquest that the child died from enlarged thymus and congenital 
heart defects. It was further alleged that there was negligence on the 
part of the nursing staff in not inspecting the nursery frequently enough 
to promptly discover adverse conditions. The case, as desired by the 
assured, was compromised by the payment to the plaintiff of $700 and 
attorney's fees of $150. 


On February 8, 1931, Mrs. D. was delivered of a child at the C—— 
Hospital in California. The delivery was normal in every way. From 
the beginning it was difficult to get the patient to nurse her child or to 
do it properly. As a result the breasts became congested and abscesses 
formed. Eight separate incisions were made for drainage purposes. The 
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child had to be fed artificially and contracted an impetigo. Mrs. D. 
brought suit against the hospital and the obstetrician, alleging that the 
trouble with her breasts was due to the negligence of the hospital and 
obstetrician, that the baby was neglected, that she would be unable to bear 
children in the future, and that she had suffered a permanent shock to her 
general health and nervous system. 

From an examination of the hospital records, there was. no evidence of 
any negligence or carelessness in the treatment of this case; on the con- 
trary, the woman appeared to have received excellent attention. Mrs. D. 
and her baby were examined for us by Dr. R. in the fall of 1931 and 
they were both found to be enjoying good health, the child weighing 
twenty-two pounds. 

The case went to trial but before it was concluded the case was settled 
for $2,000 due to poor testimony on the part of the attending physician 
and hospital personnel. 





A child was brought to the R—— Infirmary of Mississippi for the 
removal of warts on the hands. X-ray treatment was given and later 
burns developed on the right hand causing permanent impairment. The 
father brought suit against the institution alleging that the injuries were 
due to the negligence of those in charge of the treatment, and that long 
and improper exposure to the rays was allowed. An offer to compromise 
was refused by the plaintiff. A second offer to compromise was accepted, 
as it was evident to the hospital and our attorneys that if the case went 
to trial, the plaintiff would likely succeed in obtaining a larger amount 
than compromised, and so it was mutually agreed by the doctor owning 
the hospital, and the company, to secure release by payment of $1,250. 


The following case illustrates the value of hospital liability insurance 
when the institution in question is endowed or partly endowed or sup- 
ported by state or other funds. It is frequently maintained that insurance 
is unnecessary for such institutions as they are judgment-proof under the 
laws of a number of states. 

The B—— Hospital of Dallas, Texas, was insured. This hospital is 
maintained in whole or in part by state or private funds and endowment 
and the Texas law relative to this condition is interpreted to the effect that 
such an institution is not liable for payment of damages in a malpractice 
suit brought by a patient unless it can be proved that the institution was 
at fault in not using sufficient care in selecting the employee or employees 
to whose act or negligence the alleged malpractice can be traced. 
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A patient suffering from a rectal adenocarcinoma entered the hospital 
in February, 1928. While he was at the hospital, two colostomies and 
also a minor operation were performed. He died three months later. 

After his death, the widow instituted suit against the hospital alleging 
that at the insistence of the hospital two private nurses had been dis- 
missed and for a time the man was only cared for by the nurses employed 
by the hospital, that during this period his disease was aggravated due to 
the negligence of the hospital nurses, and that his death was primarily due 
to the effect of this negligence. 

The hospital neglected to notify us when it was aware of suit having 
been entered and accordingly no steps for defense were taken, and a 
default judgment for $20,000 was granted. The company would have 
been justified in denying liability under the policy because the hospital 
failed to notify us, but as it appeared that under the circumstances there 
was no real liability we were willing to assume the defense. Attorneys 
were appointed, the usual investigation made, and plans for defense were 
developed after the default judgment had been set aside. It was finally 
decided that while the hospital care could be defended successfully in a 
trial, it was more desirable to avoid the payment of large attorneys’ fees 
for such trial by effecting an agreement with the plaintiff’s representa- 
tives, and have the suit withdrawn. Such a settlement was made by the 
payment of $300. 





Very often amusing and unusual cases occur. In Tennessee, a negro 
father got into an argument with his grown son, resulting in the father’s 
shooting the son through the knee. The case was neglected for several 
days before it was brought to one of the hospitals in Nashville, where the 
leg was amputated, but regardless of good treatment the patient died. In 
view of these facts, an autopsy was performed, and consent given by the 
father’s mark (X) for signature. Suit is now being filed to the effect 
that the autopsy was performed without consent of the family; that the 
autopsy was performed wantonly and maliciously and the remains were 
mutilated and shamelessly treated; that the hospital retained parts of the 
deceased that in effect belong to the family and substituted sawdust, cotton, 
and other substances. It was also alleged that the father, who was the 
real cause of the death of his son, had suffered great grief, agony, anguish, 
resentment, sorrow, and regret because of the hospital’s action, and that 
only $25,000 would console him when paid by the hospital. Suit has been 
filed, although there is not a chance in a thousand that any damages will 
be awarded, but regardless of how ridiculous the suit is, it costs the hos- 
pital and the insurer a great amount of money to defend such cases. 
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We could go on indefinitely giving illustrations of cases such as I have 
already given. Sometimes it seems as though the day of appreciation of 
service to the needy is a thing of the past, regardless of the faithful and 
devoted service of hospitals and physicians; yet on the other hand, it is a 
great pleasure to know that there are many people who do appreciate our 
service and intrust to our care the lives of their loved ones, whose well- 
being means more to them than anything else on earth. Perhaps we can 
also get our greatest reward in remembering the words of Him who said, 
‘Heal the sick and the afflicted.” But in so doing, let us try to do our job 
well and be worthy of this charge and the confidence placed in us, and 
when the unappreciative show their true colors or when a real error has 
been made, we should be in a position to defend ourselves in a dignified 
and capable manner by proper protection. 








2, 
“e 


St. Luke's, Tokyo, Formally Opened 

St. Luke’s International Medical Center, of Tokyo, Japan, on June 4 
and 5 celebrated the formal opening of two newly completed units—a 
patients’ building with a capacity of 250 beds and a college of nursing 
which, in addition to the college, has facilities for housing approximately 
two hundred nurses. 

Both of these buildings are erected on strictly American plans and are 
furnished throughout with American equipment. It is hoped that the 
completed units will present to the Japanese Empire the very best in 
modern American plans and practice. The money for these buildings was 
raised in America. 

Melvin L. Sutley acted as a consultant in the work and purchased most 
of the equipment which went into the buildings. 
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Some Legal Aspects of Hospital Records’ 


JOSHUA S. CHINITZ 
Of the New York Bar 


HE SELECTION of the subject matter of this paper has been inspired 
by a communication received from the superintendent of an Albany 
hospital, reciting that his Record Committee has experienced difficulty 
in defining the policy which should be adopted regarding the release of 

information to staff physicians, other than those in attendance upon a 

patient, and to claim agents, insurance adjusters, etc. The following in- 

quiries are made: 
“1. To whom does the history of a patient belong? 

“2. Is it practicable for a hospital to allow other members of the 
staff to view the records of patients not his own, providing the 
hospital authorities are willing? 

“3. Is it legal for a physician, other than the attending physician, to 
inspect the history or record of the latter’s patient, without the 
patient’s consent ? 

“4, Is it legal for the hospital to allow a second physician, when it is 
not his case, to look at the record of the patient, when that patient 
has refused examination by the second physician, such as in the 


instance of a compensation case?” 


Is the Making and Keeping of Records Compulsory? 

It may be appropriate at the outset to consider briefly whether there 
is a legal compulsion to keep or make hospital records. The practice of 
making and preserving bed-side charts and general histories probably ante- 
dated any governmental attempt to prescribe regulations. It is indeed 
difficult to conceive how a hospital can function properly, from an ad- 
ministrative and medical viewpoint, without adequate provision for case 
records, let alone the hospital’s mora! obligation to its patients to make 
and preserve a history of their hospitalization. In a few states, the legis- 
latures have enacted laws imposing upon the officers or superintendents 
of an institution a duty to record and preserve case histories. New York 
is not among these states. Of course, New York hospitals are subject to 
the provisions of the Federal Prohibition Act and to the State and Fed- 
eral Narcotic Acts, which provide that institutions shall keep a record 
of prescriptions of habit-forming drugs and liquors for medicinal pur- 
poses. Compliance with the statutory obligations of hospitals to report 
to the Board of Health births, deaths, and occurrences of infectious and 


1Read before the Hospital Association of the State of New York, Buffalo, May 19. 
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venereal diseases may, by indirection, make the keeping of records a 
practical necessity. Again, proprietary hospitals required to be licensed 
under any local ordinance may, as they are in the city of New York, be 
under an obligation to make case records as a condition of their enjoy- 
ment of their license. Other than these instances, there is no statute re- 
garding case records. The State Board of Social Welfare, however, has, 
under its constitutional and legislative supervisory powers over hospitals, 
promulgated a rule that every hospital shall keep, properly arranged and 
indexed for ready reference, records showing the history of each case, 
the diagnosis, treatment, and other facts necessary for a complete record 
of the patient, with due consideration to the character of his illness. 


Hospital Records as Legal Evidence 


ovo LEGAL QUESTIONS pertaining to hospital records are concerned mainly 

with their availability as evidence in the trial of personal injury cases, 
suits to enforce or cancel insurance policies, or in any other case where 
it becomes material at the trial to show by means of hospital records the 
nature of a person’s injuries and the treatment given. Two questions arise : 
(1) Are hospital records within the prohibition against a physician’s or 
nurse’s disclosure of information acquired by him while treating a patient, 
and (2) Are records admissible in spite of their hearsay character ? 


The last question is essentially a technical branch of the law of evi- 
dence, but it may not be amiss to refer to it briefly for the purpose of 
showing the dignity which the courts attach to case records, the keeping 
of which constitutes such an important phase of hospital administration. 
Let us see how the hearsay evidence rule applies to case histories. 


Hearsay evidence is evidence, oral or written, given by a person who 
has no personal knowledge of the facts to which he testifies, and based 
on what someone else said. Such evidence has always been abhorred 
and condemned as untrustworthy, under our system of jurisprudence, 
chiefly for the reason that the person whose statements are repeated by 
the witness has not been sworn and is not amenable to cross-examination. 
It is quite clear that hospital records, when offered into evidence as in- 
dependent proof of the hospital physician’s diagnosis, treatment, or prog- 
nosis, are hearsay. 


There are two ways in which an attorney may establish his client’s 
hospital history. Under one method, the attorney subpoenas the hospital 
records and every physician, nurse, intern, and clerk who has dealt with 
the patient at the hospital or made any entry in his case history. Upon 
taking the stand, each witness is sworn, and the attorney directs to him 
questions respecting so much of his client’s history as is within the wit- 
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ness’ personal knowledge. If the witness is unable to recall any of the 
facts, the attorney exhibits to him the hospital records, which the witness 
uses to refresh his recollection, and proceeds to make oral answers. Every 
witness is in turn subjected to cross-examination. There is thus placed 
before the jury through the mouths of the physician, intern, nurse, and 
hospital clerk the patient’s entire history from the date of his admission 
to his discharge. The substance of their testimony is identical with the 
contents of the case record, but the record itself has not been introduced 
into evidence as independent proof of the patient’s physical condition. It 
has been used merely to assist the witnesses when their memory failed 
them. The question of hearsay evidence does not arise when records are 
so used. 

Suppose, however, that the patient’s attorney subpoenas merely the 
hospital records. Neither the physician, intern, nurse who treated the 
patient, nor any other person who made entries into the records is in 
court. The attorney offers into evidence the records, bodily, as inde- 
pendent proof of the patient’s diagnosis, treatment, and prognosis. Are they 
admissible? They are flagrantly hearsay: an unsworn memorandum of 
what some one or more persons have seen, felt, or heard is offered to 
prove certain facts, but these persons are not in court to testify under 
oath or to be cross-examined. Nevertheless, hospital records are com- 
petent evidence in New York State, under one of the well established 
exceptions to the hearsay evidence rule. The law recognizes that it is 
nearly always impracticable and sometimes impossible to hale into court 
every physician, nurse, intern attendant, or clerk for the purpose of giving 
testimony. It appreciates that reliance may be placed on books, records, 
and memoranda made in the regular course of business by organizations 
which make it a practice to preserve written memoranda of their acts and 
transactions and which impose upon their employees the duty of record- 
ing them. 

This principle has received statutory statement in Section 374-A of 
the Civil Practice Act which provides that— 

Any writing or record, whether in the form of an entry ina 
book or otherwise, made as a memorandum or record of any act, 
transaction, occurrence, or event, shall be admissible in evidence 
in proof of said act, transaction, occurrence, or event, if the trial 
judge shall find that it was made in the regular course of any 
business, and that it was the regular course of such business to 
make such memorandum or record at the time of such act, trans- 
action, occurrence, or event, or within a reasonable time there- 
after. All other circumstances of the making of such writing 
or record, including lack of personal knowledge by the entrant 
or maker, may be shown to affect its weight, but they shall not 


[23] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


affect its admissibility. The term business shall include busi- 
ness, profession, occupation, and calling of every kind. 

Hospital records come within this provision. A patient’s hospital history 
may be established by the records without calling the physician and nurses 
as witnesses. The person responding to the subpoena directing the hos- 
pital to produce records need only identify them as those of the litigant, 
made at the hospital in accordance with established administrative prac- 
tice, by the physician, nurse, or clerk having such duty. Hospital records 
thus have a far-reaching influence extending beyond the dictates of ad- 
ministrative and medical exigency. They are of great importance in the ad- 
ministration of law. Millions of dollars in litigation are dependent upon 
their content. 

We are all familiar with the spectacle of the process server bearing 
a subpoena commanding a hospital officer or superintendent to appear in 
court to give testimony, and to bring with him a specific case record. The 
subpoena must of course be honored. Disobedience is punishable as a 
contempt of court and in addition the malefactor is liable to the party 
issuing the subpoena for consequential damages. The frequency with which 
hospital records are subjected to subpoena has led our legislature to pass 
a law intended to facilitate their production. It is provided that wherever 
hospital records are subpoenaed the original need not be produced. It is 
sufficient if a transcript or copy of the record, certified by the superin- 
tendent of the hospital or his assistant, is delivered to the court. Such a 
subpoena must be served at least twenty-four hours before the records 
are to be produced, unless the court, in an emergency, otherwise orders. 
In practice hospitals do not avail themselves of the privilege given by the 
statute. It is less costly to have someone appear with the original records 
than to make and certify a transcript. 

It may be helpful at this point to consider the method of responding to 
the subpoena. There are usually two subpoenas, either in two separate 
documents or in one combined form. One calls for the personal appear- 
ance of an executive or administrative officer of the hospital; the other, 
known as a subpoena duces tecum, commands such person to bring with 
him the hospital records. Manifestly, the testimony of the officer or super- 
intendent is not desired. He is subpoenaed merely as a means of pro- 
ducing and identifying the records. For that reason rigid compliance 
with a subpoena for the appearance of the named person is neither essen- 
tial nor insisted upon by the courts. Neither the officer nor the superin- 
tendent need personally appear. It is sufficient if the subpoena is an- 
swered by some person who can identify and explain the records. Some 
discretion, however, should be exercised by the superintendent in selecting 
the person who is to make the appearance. A scene which [I lately wit- 
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nessed in the Surrogates Court will illustrate my point. It was a will 
contest case. The husband, who had been cut off in his wife’s will, con- 
tended that the will was invalid, because at the time it was made, she 
was bed-ridden in a hospital and was suffering from a physical and mental 
condition which rendered her incompetent to make a valid will. The 
husband’s attorney sought to prove the deceased’s physical condition by 
the hospital records. When the attorney called for the records a non- 
descript individual arose. He took the stand and was sworn. The testi- 
mony, paraphrased, was something like this: 

QO. What is your name? 

A, John Smith. 

QO. Are you employed by the so-and-so hospital ? 

A, Yes, sir. 

Q. In what capacity are you employed ? 

A. I am a porter. 
Q. I show you these papers (handing him the records), and I ask 

you if you know what they are? 

A. (Looking at the records) No, sir. 

QO. Do you know whether these are case records kept by the hospital 

where you work? 
A. No, sir, I don’t know anything about it. All I know is that I 
was told to bring these papers here. 

Of course, the attorney was unable to introduce the records into evi- 
dence. It must be remembered that, while case records are admissible into 
evidence, it must first be made to appear, through the testimony of a rep- 
resentative of the hospital having knowledge of the facts, that the papers 
are the case history of the litigant and were regularly made in the course 
of his treatment. 


Hospital Records as Confidential Communications 


ow WE HAVE yet to note how hospital records are a‘fected as confidential 

communications between physician and patient. From the earliest 
time, there has been imbedded in our common law the principle that an 
attorney shall not be compelled to disclose confidential communications 
acquired by him in his dealings with his clients. The reason was that, 
otherwise, litigants would hesitate to employ attorneys. Though the privi- 
lege thus extended to communications between attorney and client might 
in isolated instances defeat the ends of justice, it was felt that, in the long 
run, justice would be better served if attorneys were permitted to hold 
inviolate their professional secrets. It was not seen fit to extend this 
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principle to the relation of physician and patient. Though the Hippo- 
cratic oath commanded the physician not to divulge what he learned of 
men in the practice of his art, he could nevertheless be compelled to testify 
in open court and to lay bare, over the objection of his patient, the result 
of his examination and observations. Over a century ago, when the prog- 
ress of medical science made it apparent that a patient’s disclosure of inti- 
mate personal details was essential to proper diagnosis and treatment, the 
legislatures of the states began by statutory enactment to protect the con- 
fidences reposed by the patient in his physician. The reason for the enact- 
ment of these statutes has been well stated in an early New York case, 
where the Court said: 

It is a just and useful enactment, introduced to give protection 
to those who were in charge of physicians from the secrets dis- 
closed to enable them properly to prescribe for diseases of the 
patient. To open the door to the disclosure of secrets revealed 
on the sick-bed, or when consulting a physician, would destroy 
confidence between the physician and the patient, and, it is easy 
to see, might tend very much to prevent the advantages and 
benefits which flow from this confidential relationship. 


The New York statute now provides that— 


A person duly authorized to practice physic or surgery, or a 
professional or registered nurse, shall not be allowed to disclose 
any information which he acquired in tending a patient in a pro- 
fessional capacity, and which was necessary to enable him to act 
in that capacity.... 

This statute applies only to a person duly authorized to practice “physic 
or surgery” or to a professional or registered nurse. The relation of 
physician and patient or nurse and patient must exist ; the confidential in- 
formation must have been acquired while the physician or nurse was in 
attendance upon the patient in a professional capacity for advice or treat- 
ment. Even then the statute forbids the disclosure of only such informa- 
tion, offered by or solicited from the patient, as is necessary to enable 
the physician or nurse to act in a professional capacity. Once these 
factors exist, the law regards the information obtained by examination 
or observation equally as confidential as the statements made by the patient. 
The physician or nurse may, however, disclose what is apparent to ordinary 
lay observation. He may reveal that the patient was ill; that he was 
examined and received medical or surgical treatment. The nature of 
the malady, treatment, or operation is, however, privileged. It has been 
held, for instance, that an ambulance surgeon may be compelled to reveal 
statements made to him in the ambulance by a patient, regarding the way 
the accident occurred. Though the ambulance surgeon solicited these state- 
ments for the purpose of incorporating them into the hospital record, they 
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were not essential to enable him to minister to the patient’s needs, and 
hence were not privileged communications. 

The physician’s duty to hold professional communications and infor- 
mation inviolate is not dependent on the way he came to be employed. 
The duty exists whether he acts for pay or gratuitously; whether he has 
been employed by the patient himself or by a relative, friend, or stranger ; 
whether he acts with the patient’s consent or even against his express will. 
The rule applies whenever the physician undertakes to treat the patient 
in a professional capacity, howsoever he is retained or motivated. It is 
for this reason that the hospital patient has the same legal right to demand 
adherence to the statute as the person treated at home by his private 
physician or nurse. Whether he enjoys the luxury of a private room and 
a special nurse, or must content himself with a free bed in a public ward 
and the attendance of hospital physicians, interns, and nurses, in whose 
selection he has no voice, any information acquired by the medical staff 
while attending him is confidential within the meaning of the statute. It 
has been held that a staff physician employed in one service, who, out of 
curiosity or the desire to study interesting cases, accompanies the attend- 
ing physician on his round in another service, and discusses the cases with 
him for the purpose of confirming diagnoses, is under a duty not to dis- 
close professional information so obtained. 

It is manifest that case records, embodying in written form the con- 
fidential information acquired by hospital physicians and nurses attending 
the patient, are privileged communications. The disclosure of the con- 
tents of case records would bring about the very end which the statute 
seeks to prohibit. The law does not suffer to be done by indirection what 
the statute expressly forbids. So far as their character as confidential 
information is concerned, case records stand on the same footing as oral 
statements of a physician or nurse. Where the disclosure of the one is 
prohibited, so, too, is the other. Case histories may be admitted into evi- 
dence as independent proof of a patient’s hospital history only where he 
waives the privilege which the law affords him. 

The statutory interdiction against the disclosure of professional secrets 
is not absolute. It is a personal privilege of the patient and he may during 
his lifetime waive it in open court or by the stipulation of his attorney. 
A waiver is also effected when the patient calls his physician or nurse as 
a witness, or offers hospital records into evidence, or when he takes the 
stand himself and describes his injuries and testifies that he has received 
medical attention. After the patient’s death, the privilege may be waived 
only by his personal representative or, in a contested will case, by the 
executor, surviving spouse, heirs, and next of kin, and then only as to 
such facts and communications as would not tend to disgrace the memory 
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of the deceased patient. So jealously do the courts protect a patient’s 
privilege that they will of their own motion refuse to permit a disclosure 
when the patient is not in court to make objection. 


Is It Legal to Disclose the Contents of Case Records? 


ow IT MAY seem that we have wandered far afield from our original 

undertaking set out at the beginning of this paper. However, the 
consideration which has been given to hospital records and_ privileged 
communications between physician and patient paves the way for the 
answers. 

To whom does the history of a patient belong? It is an oft-repeated 
question. The answer admits of no doubt. Case records are the exclu- 
sive property of the hospital. It is no part of the hospital’s undertaking 
with its patient to turn over to him his case history. Sound principles of 
hospital administration may demand that the institution make and pre- 
serve a record of the patient’s case, and having made such records, the 
hospital may, like any other person having knowledge of facts material 
to a litigation, be subject to the patient’s subpoena for their production. 
But these factors do not serve to endow the patient with any proprietary 
interest in his case history. Hospital records are no more the property 
of a patient than are a merchant’s books of account the property of his 
customers. 

One other question admits of a ready answer, viz., whether a hospital 
is under a legal duty to exhibit its case histories to anyone. From what 
has been said of hospital records, it is apparent that there is no such com- 
pulsion. Even the patient has no legal right to examine his records. 
There exists an almost universal practice among hospitals permitting a 
patient or his attorney, on the former’s authorization, to inspect the case 
history. This custom rests on policy rather than on legal obligation. It is 
in the nature of a courtesy extended to the patient. A hospital can be 
compelled to exhibit or produce its case records only by means of legal 
process, in response to a subpoena or court order properly issued in a 
pending proceeding. 

The other question—whether it is legal for a hospital to exhibit case 
records to claim agents, insurance adjusters, and hospital physicians not 
in attendance upon a particular patient—requires some further consider- 
ation of the rule of privileged communications. The statute provides 
that a physician or nurse shall not be allowed to disclose confidential in- 
formation acquired in a professional capacity. What does the statute 
mean? Does it, as lawyers might ask, establish a rule of evidence, or does 
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it create a substantive right by defining an unlawful disclosure to be an 
actionable wrong? In other words, does the statute mean, simply, that the 
physician or nurse will not be permitted to give testimony in a judicial 
proceeding, directly or by the introduction into evidence of hospital records, 
or does it also mean that a physician or nurse who violates professional 
confidences is liable to his patient in a civil action for damages, or to the 
state for a criminal penalty ? 

It is certain that a physician who discloses confidential information, or 
a hospital which exhibits its case records to a person not especially entitled 
by law to see them, commits no penal offense. Whether there is liability 
to respond in a civil action for damages is not free from some doubt. 
The decisions of the courts shed no light on the subject. In a case decided 
in the state of Washington, a patient sued his physician for damages re- 
sulting from the physician’s disclosure on the witness stand of confidential 
information without the patient’s consent. The Court did not find it 
necessary to decide the precise question involved. It exonerated the physi- 
cian because the proper administration of justice demands that witnesses 
in any judicial proceeding shall not be held to answer for their testimony, 
if it is material to the issues. 

In a Nebraska case, the evidence at the trial showed that the defendant 
was a physician attached to a boarding house, where the plaintiff resided. 
The plaintiff had consulted the defendant, who found him suffering from 
a dangerous infectious disease, whereupon the defendant communicated 
this fact to the boarding house mistress, warning her against the infection 
to which her boarders were exposed. It was again held that the physician 
was not liable for disclosing this confidential information. The Court 
said that the physician’s duty to the plaintiff, his patient, was: matched by 
his obligation to the community to prevent the spread of disease by giving 
timely warning. In both of these cases the courts intimated, although they 
did not squarely decide, that in the absence of extenuating circumstances, 
a physician might be liable to the patient for an unauthorized disclosure 
of confidential information. 

This question never seems to have arisen in New York State. Under 
the common law, no civil remedy existed for the recovery of damages for 
an unlawful disclosure of confidential communication between physician 
and patient. The history of the New York statute prohibiting a physi- 
cian or nurse from disclosing professional secrets, and the construction 
given to it by the courts, show indisputably that it was intended merely 
as a rule of evidence. Its purpose is to prevent a physician or nurse from 
giving testimony over the objections of the patient, upon the trial or hear- 
ing in any judicial proceeding. It was apparently not the intention of the 
legislature to give to the patient a right to sue his physician, who reveals 
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professional secrets. There are New York cases galore, dealing with the 
meaning of the statute. In each case, the question is whether the physician 
or nurse shall be permitted to give testimony or whether hospital records 
shall be received into evidence. There is not one hint that the law affords 
the patient a civil remedy against his delinquent physician. 


cwo To RETURN to the query, whether it is legal for a hospital to permit 

a physician not in attendance upon a patient, or any other person, 
to inspect case histories: If the question is, whether to do so is punishable 
as a penal offense, or renders the hospital liable to the patient for damages, 
the answer must be that it is legal under the present state of the law, at 
least in New York State. The policy which record committees of hospitals 
should adopt in these matters is not circumscribed by any prohibition or 
requirement of law. Hospitals are free to mold their own policies. In the 
last analysis, it must depend upon what the hospital conceives to be its duty 
to its patient. It must depend on the extent to which the institution deems 
itself charged with the same moral obligation which has led practitioners of 
medicine to surround with secrecy the information they acquire in the 
examination and treatment of their patients. The question thus resolves 
itself to an application of one of the tenets of the ethics of the medical pro- 
fession. How flexible this tenet is, and how far it is possible for a hos- 
pital to apply it to case records, are questions which can best be answered 
by physicians and hospital administrators. They present no problems of 
law. 


It would seem to me, however, that, so far as it is consistent with 
efficient hospital administration, rules pertaining to the disclosure of the 
contents of case histories should conform to the standards of conduct 
which physicians have prescribed for themselves, respecting the disclosure 
of the secrets of their profession. The privilege of inspecting his own 
case history cannot well be denied to a patient, nor to his attorney upon 
the written consent of the patient, though a hospital is frequently rewarded 
for its courtesy with an action for malpractice or unlawful autopsy, in 
which the institution is made a party. If there is reason to believe that the 
records are sought by the patient or his attorney merely to obtain evidence 
for such actions, the hospital is justified in refusing to honor the request, 
and nothing short of a subpoena or court order can compel their produc- 
tion. 


As to claim agents, insurance adjusters, and all other persons having 
no connection with the hospital, the rule should be absolute. Oral in- 
formation concerning a patient’s treatment should not be given to these 
persons, nor should case histories be exhibited to them, except at the writ- 
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ten request of the patient. Any other policy may tend to embarrass the 
patient, and serves no useful purpose of the hospital. 

Rules governing the privilege of staff physicians, other than those in 
attendance upon a patient, to view case histories must of necessity be 
flexible. The hospital of today has come to play an important role in 
the advancement of medical science, by making available facilities for 
clinical research and providing lectures on clinical experience. In the 
attainment of these ends, case records are of inestimable value, and the 
prevailing practice of making them available to staff physicians for scien- 
tific purposes, without first procuring the patient’s consent, is fully justi- 
fied. Equally justified is the use of case records in connection with staff 
conferences conducted by many institutions for the purpose of checking 
the accuracy of diagnoses by a comparison of the clinical records with 
the findings of the pathologists. When records are so used, their con- 
fidential character can be respected only to a limited extent. No reference 
need be made to the identity of the patient, and if an abstract of the case 
history has been made, a fictitious name should be used to designate the 
patient. Some violence to the confidential nature of case histories must 
nevertheless result. It is inevitable. The hospital is confronted with the 
alternative of protecting the patient’s privacy, on the one hand, and serving 
the cause of medical science and progressive administration, on the other. 
If, to accomplish a greater good, it determines to sacrifice the patient’s 
privacy, it is difficult to see how it may be open to criticism. The physi- 
cian’s oath of professional secrecy is not so rigid in application that it 
cannot yield to the needs of research, and efficient hospital administration. 

The situation is quite different when a physician other than the one 
attending a patient wishes to view the case history for the purpose of 
obtaining information for his own private needs, or to convey it to an- 
other. Under these circumstances, the physician is a stranger to the 
patient, and there exists no higher cause which should motivate the hos- 
pital to disregard the confidential character of a case history. Without 
the patient’s consent, there would seem to be no more justification for 
disclosing the contents of the case record to the physician than to an insur- 
ance adjuster. It is only where some important phase of hospital activity 
must be served that the patient’s moral right to have his case records kept 
secret should yield. 

These suggestions are not prompted by any legal considerations. The 
statute giving to a patient the privilege of objecting to the admission into 
evidence of his physician’s testimony, or his hospital records, was an inno- 
vation in law, but not in the ethics of the medical profession. The prin- 
ciple that medical practitioners should hold inviolate the secrets of their 
patients had been recognized centuries before the statute was enacted. 
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More than two thousand years ago, Hippocrates is said to have prescribed 
for followers of the medical arts the now famous oath which reads in 
part: “Whatever, in connection with my professional practice, or not in 
connection with it, I may see or hear in the lives of men which ought not 
to be spoken abroad, I will not divulge, as reckoning that all such should 
be kept secret.” The hospital of today, having in its possession the case 
histories of its patients, is the custodian of thousands of professional 
secrets concerning “the lives of men, which ought not to be spoken 
abroad.” If Hippocrates were to be asked today how his oath applies to 
modern hospitals, in which so much of medical practice is carried on, | 
conceive what his answer would be. He would say that the contents of 
case histories are among those things which ought to be kept secret by 
practitioners of the medical arts, individual or institutional. He would add, 
however, that the duty to protect the patient’s confidence should be sub- 
servient to the legitimate activities of the modern hospital and to the prog- 
ress of medical science. 


a 


ACCOUNTING AND BusINEss PRocEDURE FoR Hospitats. By Herbert R. 
Sands, C.P.A. Published by the United Hospital Fund of New York. 
The author has made a very useful contribution to hospital literature in 

the preparation of this work on accounting. It is particularly adaptable to 

the larger hospital but its general outline could easily be modified so as to 
be introduced into smaller institutions. 

It calls particular attention to the need of American hospitals for 
budgetary control and for adequate and accurate information on func- 
tional expense, and emphasizes the subject of dependable unit costs for 
hospital service. 

Among the accounting features upon which the author insists, and with 
propriety, essential to any good hospital’s accounting system, are uni- 
formity, definitions, the accounting and reporting with respect to funds, 
hospital budgets, the importance of the balance sheet accounts, unit costs 
for hospital services, medical as well as financial and administrative sta- 
tistics, the administrative reports and their compilation, and accounting 
procedures. 

The author is practical in his analysis of both the primary and the sub- 
sidiary distribution of accounts. He is informative as to procedure in the 
preparation of records and reports. He is sound and practical in the out- 
lines of his system of accounting. 

The book would be a very useful addition to the library of the hospital 
superintendent. 
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Participation in Tax and Relief Funds’ 


REV. MAURICE F. GRIFFIN, S.J. 
Cleveland 


N APPROACHING this subject I prefer tonight to deal with the theoretical 
rather than the practical side of the question. One in your position is 
expected to be familiar with the laws on the subject, and you are aware 

of the difficulty in their application. 

At this time and in this connection I think it well to discuss fundamental 
considerations in regard to voluntary hospitals’ receiving public aid in the 
care of indigent sick. The discussion necessarily revolves around the sub- 
ject of charity. 

“The poor you have always with you”; their care is not just an emer- 
gency measure for the present depression. Statistics show that just about 
half of the patients cared for during the last twenty-five years, in the 
period of the greatest prosperity we have ever known, have been unable 
to meet the cost of their hospitalization in the voluntary hospitals of the 
country. 

In my opinion many of them would have been able to pay their bills 
if arrangements had been made for an advance payment under some group 
hospitalization plan, or for deferred and divided payments under some 
hospital finance corporation method of collection. 

But no plan will eliminate all of the indigents. There will always be 
enough free service to keep the milk of human kindness sweet within your 
hearts, and to earn for you the legal designation “corporation not for 
profit.” There will always be those for whom no one can be held responsi- 
ble; there will always be the balance on the part-pay patients’. account— 
the poor fellow who has done everything he could to meet his obligations 
and who is trying to get back on his feet, take care of his family, and 
become a self-supporting member of the community. It is real charity 
to help such a one. 

In these days of enforced efficiency the first outstanding fact that 
we meet is this: no matter what our idea of charity may be as regards 
the free dispensing of the very costly service of a hospital, somebody 
must pay for that service. As long as it costs a lot of money to run 
a hospital, it is a large part of the administrative responsibility of 
the institution to get the money and to make it go as far as possible. 
This is a most important part of a superintendent’s job. 

This is a hard job, and it is a hard job because we have made it so. The 
fault is our own. We have given the people to understand that hospitals 
expect to give away a large part of their service. This is exactly the im- 
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pression we gave in every public campaign for funds. We all made flowery 
speeches about the doors of the hospital being open night and day to re- 
ceive the patient without distinction of race, color, or financial condition. 

In the days of our unlimited prosperity I believe we exaggerated this 
open-handed financial policy, and now we are paying for it. We just 
talked building hospitals—we did not emphasize maintenance—we talked 
too much about what the hospitals were going to do for the people and 
not enough about what the people were to do for the hospitals. 

People have been taught to pay for everything else, but we haven’t 
trained them right; we have allowed the development of this easy-going 
attitude of mind of the public toward hospital bills, and I insist it is 
not charity on our part to encourage this sort of thing. 

Nor is it charity to allow anyone, no matter who he is, to beat you out 
of an account and to scare you into hesitating to use a commercial agency 
and all proper means of collecting—because you are afraid you will be 
called uncharitable. 

Nor is it charity to charge a man less than cost, when he is well able 
and willing to pay his way, and send him away with a receipt in full— 
and then have to go out and ask someone else to contribute the balance. 
Bring your charges into agreement with your costs, so that all who can 
will be required to pay full cost. 

Nor on the other hand—and I think this is most important because the 
cities and other governmental units are crawling out from under the burden 
and dumping the load on the voluntary hospitals, and crushing them with 
the load of free service they are requiring of the hospitals—is it charity 
to go beyond your means. You have no right to take things without 
paying for them, without any hope of paying for them, and give them 
to someone who asks you. Hospitals have no right of “eminent domain”— 
to appropriate food 





that is one of the extraordinary rights of the state 
and supplies and distribute at their discretion. 

You have the privilege of running into debt on an unbalanced budget, 
provided you can finance your operating debt as you did your capital debt ; 
but you have no right to demand that your creditors carry you when they 
are unable to do so and maintain their own credit. It is simple justice that 
forbids you to spend another’s money or distribute another’s goods without 
his permission. 

But I suppose you are saying, What is charity, and how do we show it? 

Charity is the love of your fellow-man that prompted you to engage in 
hospital work; the impulse of service that inspired you to start a hospital 
or to keep one going ; to provide a dependent community with its facilities. 
It is the enthusiasm that inspired others to join the undertaking. It is 
the extension of your credit for the construction. It is the contribution 
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of your experience for the development of the organization, your admin- 
istrative ability, your personal devotion to duty, your maintenance of 
dependable discipline, the character of service you have established, the 
kindliness of thought and word and deed that permeates all of your rela- 
tions with your patients, your tender solicitude for the physical and spirit- 
ual welfare of the afflicted—these are the great elements in hospital service, 
this is the real charity in our institutions, this is something money cannot 
buy. But money can make possible institutions in which these ideals 
obtain. 

So I believe we can lay the foundation of our charitable classification, 
and thus advance to the second consideration which is somewhat historical. 

Our generation has witnessed no more thrilling sight than the magnifi- 
cent contributions of our people to the voluntary hospitals of the country. 
How did all this come about? 

Various groups of fellow-citizens, inspired by a desire to serve the 
general welfare, to meet a community need, appealed to the general public 
for hospital funds. The people, having confidence in them, most gener- 
ously intrusted their money to them. There are in the United States ap- 
proximately 7,000 such groups in whom the people have expressed their 
confidence, to whom they have intrusted their money and, what is infinitely 
more, their sick. 

The organization which I represent comprises approximately seven hun- 
dred of these groups throughout the length and breadth of the country. 
In the name of religion they first appealed to their co-religionists to fur- 
nish funds for this purpose and their appeal was heard far beyond the 
boundaries of their own communion. Others appealed in the name of 
their religion, the Lutherans, Presbyterians, Methodists, Jews, and all 
have met the same generous response. Others appealed in the name ot 
science, in connection with great schools of medicine, others for some 
pressing community need, some industrial condition. Wherever the appeal 
of the voluntary hospital has been made, the response of the people has 
been the same. 

For ten years the American people thus spent a million dollars a day of 
their money for new hospital construction. 

Everything that science and art could do, everything that the mind of 
man could conceive and the heart of man could desire from a hospital, 
the voluntary hospitals have done for the sick and the suffering among us. 
No greater contribution to the general welfare of a people has ever been 
made than that of our voluntary hospitals. 

Here and there a few hospitals have been built from public funds, from 
tax monies. I wouldn’t say a word against them—lI built one myself—but 
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the great majority of our people prefer “their own hospital,” the voluntary 
hospital. 

This attitude of the public in building and maintaining and, most ot 
all, in preferring for themselves the voluntary hospital, is a most impor- 
tant consideration in connection with our application for public funds to 
assist the voluntary hospitals in carrying on their work. 

It is an axiom of law that the will of a sovereign people is supreme. In 
this matter the popular will has been expressed most clearly. On the firm 
and unmistakable mandate of the American people has the voluntary hos- 
pital become an accepted institution in our land. 

From this premise are we not justified in drawing the following con- 
clusion? As I remember, a famous document thus describes the purpose of 
government : “To provide for the common defense, to promote the general 
welfare, etc.” It is fundamental in the functioning of government to 
provide for the general welfare. It is primary in the well-being of a 
people to restore and preserve their health. 

The American people, in establishing the voluntary hospitals so gener- 
ally and so generously, intrusted to them this function. This public service 
the voluntary hospitals rendered the great majority of our people for years. 

Because the voluntary hospitals have rendered this public service to our 
people we affirm with all the emphasis at our command that the state is 
beholden to them and, no matter what it does for them now, can never 
repay its debt to them. 

Just as the state could never have raised by taxation the billions of 
dollars required to provide the existing facilities for the service of our 
people, so the state can never repay its debt to the voluntary hospitals. I 
like to repeat this and to emphasize this when the short-memoried poli- 
tician, when a question of spending money is raised, places the voluntary 
hospital on the same plane with schools that were built by tax money, and 
maintained by tax money; and state institutions that were all built by tax 
money and maintained by tax money. 

The history of our development and the record of our achievement de- 
mand special consideration. No road-building program, no social service, 
no educational, no welfare scheme has any right to take precedence over 
the basic consideration of our people’s health provided for in the hospital 
service we are offering. 

But there is another consideration. Just as the voluntary hospitals did 
something that the state could not have done in raising the tremendous 
sums of money for construction and equipment of our voluntary hospitals, 
so they carried a second burden for the general welfare, namely, the con- 
tinuous care of the indigent sick. 
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They carried this double burden as long as their funds would permit, 
and they would gladly continue were they able. And only because they 
are unable are they now disposed to take advantage of the poor laws which 
are based on the legal assumption that the care of the indigent sick is an 
obligation of the state, and by that term is meant a governmental unit, what- 
ever the designation may be in the particular instance. According to these 
laws, tax money is, or should be, available, and the hospitals are applying 
for it. 

In this connection we would like to affirm, as a general principle, state 
responsibility for the care of the indigent sick. We do not consider this 
responsibility as exclusive, because we consider charity a virtue to be prac- 
ticed by all according to their means. As we have this obligation individ- 
ually, the state has it collectively. The obligation of the state is cumula- 
tive: as the individual institution is less and less able to bear the burden 
placed upon it by its community, the obligation of the state becomes 
greater. We would not minimize, not would we endanger, the social, eco- 
nomic, and spiritual benefits to society from private charity and voluntary 
philanthropy, so we do not say that the state has all the obligation to take 
care of all the indigent, but we insist that the state should do its part— 
greater or less as the circumstances indicate, and most necessary under 
present conditions. 

Individuals, private charity, organized relief associations, religious and 
philanthropic institutions, have cared for indigents, both sick and well, and 
have thereby relieved the state of a great burden of providing for the 
welfare of its people. The operation of that obligation has been reduced to 
a minimum ; it has been almost suspended, because there was no necessity, 
in so much as someone else was taking care of it, but that obligation re- 
mains in fact and must become operative just as soon as there is neces- 
sity for it. 

The fact that the voluntary hospitals carried their own and the state’s 
obligation during the days of their prosperity does not change that obliga- 
tion from a public to a private one. Held in abeyance by the private charity 
of our citizens and the prosperity of our voluntary hospitals, this remains 
one of the primary obligations of the state. 

Hence we maintain that the state, and by this term we mean the proper 
governmental unit, can most appropriately make arrangements with the 
voluntary hospitals to meet the cost of the care of the indigent sick; that 
the state can most appropriately enter into a contract with the voluntary 
hospitals, and on that contractual basis make payment for the public service 
the hospitals are rendering to the people, in the care of the indigent sick. 
It is not a subsidy, it is not a donation, it is the fulfillment of a primary 
obligation of government, it promotes the general welfare. 
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HE SUCCESSFUL OPERATION of Hospital Councils in metropolitan areas 

has been demonstrated in many instances. The Councils are com- 

posed of representative hospital administrators, trustees, or staff 
members selected to represent each hospital in the city or metropolitan 
area. The community of interests of the several institutions composing 
the Hospital Council leads to sound determination of hospital policy, and 
materially influences the economic administration of our hospitals. 

In this changing era, when all economic agencies are concerned with 
returning our people to industry, encouraging a growing commerce, and 
establishing a stable prosperity, group thought and group action have an 
added importance. Government emphasizes this in the statute provisions 
of the recently enacted National Recovery Act. The Administration has 
indicated its policy of giving its consideration to group interests rather 
than individual requests, in the operation of this act. 

The American Hospital Association feels that the hospital field can be 
well served through the formation of Hospital Councils, and that partici- 
pating hospitals will be greatly benefited through their membership in a 
Hospital Council. It approves the action of the Council on Community 
Relations and Administrative Practice of the Association in fostering the 
development of Hospital Councils, and has addressed the following com- 
munication to representative hospital administrators in cities in which 
Hospital Councils are not already organized: 


To the Officers and Members of Local Hospital 
Associations and Councils: 


1. From 1931 to 1932 the average bed occupancy in the voluntary hos- 
pitals of the country is reported to have dropped from 63 per cent (an 
abnormally low figure) to 55 per cent. Today in many cities it hovers 
around 50 per cent. Sharply contrasting with this condition is an occu- 
pancy of 100 per cent plus in many city and county institutions. 

2. In the opinion of the Council on Community Relations and Adminis- 
trative Practice of the American Hospital Association the present drift 
of hospital service from voluntary to public institutions can be checked, 
with advantage to the sick, by means of coordinated community programs. 

3. Few municipalities or counties are at this time in a position to raise 
additional funds by local taxation for either new construction or additional 
hospital maintenance. 

4. The marked decline in contributions and in patients’ payments ap- 
plicable for the support of voluntary hospitals should be offset by the 
creation or discovery of new sources of support, and it has been suggested 
that a measure of support so substantial as to change the present picture 
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completely can be developed by means of a tie-up between hospitals and 

the great masses of the employed population, in a plan or plans involving 

a multitude of small periodic voluntary payments. (It is not irrelevant 

to observe that in the critical years of economic depression following the 

World War, the voluntary hospital system of England was preserved in 

this manner, and that voluntary contributory schemes in which the bulk 

of the working-class population participates are flourishing in England 
today ; in 1931, for example, the Hospital Savings Association in London 
reported 929,000 contributors, whose contributions, made in small weekly 
payments through volunteer group secretaries, amounted to £516,000. 

This association is but one of many of the same character that are raising 

substantial sums for the support of England’s voluntary hospitals today. ) 

5. If new sources of voluntary support are not instituted, the demands 
upon the taxpayer for hospital support are likely to be so greatly increased 
as to bring about an unfortunate lowering of hospital standards. 

6. Increasing demands upon the Federal Government to relieve dis- 
tressing local hospital conditions that can and should be dealt with locally 
may be expected unless effective local reforms are instituted at an early 
date. 

In view of the conditions above described, the American Hospital Asso- 
ciation is inviting local Hospital Councils throughout the country to send 
delegates to a special meeting to be held in Milwaukee during the week 
of the annual convention of the Association in September next, and in 
order to make the proposed meeting as fruitful as possible, it is suggested 
that the representatives of each existing local organization and of each 
community in which local cooperative effort is contemplated come to the 
meeting prepared to report for their community, in the most concrete 
manner possible, upon 

The Present Situation and the Future Outlook of Local Hospitals 

as to 

1. Bed occupancy. 

The distribution of patient load among private and public institutions. 

The extent to which desirable hospital services have been curtailed in 

consequence of the financial stringency. 

4. The loss of normal income from private sources and the prospect of 
income recovery. 

5. The adequacy of income from public sources to meet both present 
requirements and such probable future needs as exceed resources now 
in sight. 

6. Whether the continuance of voluntary hospital service is regarded by 

the community as desirable and if so, whether any attempt has been 

or is being made to establish a contributory scheme or schemes for 
the purpose of broadening the social basis of support. 

Whether any action other than the establishment of a contributory 
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scheme is under consideration for the purpose of placing community 
hospital service on a sound and enduring financial footing. 

It is respectfully suggested that this communication be considered 
promptly by your local Hospital Association or Council, or in the absence 
of a local Council by a representative group of local hospital executives 
acting in concert, and that the local organization hold itself in readiness 
to send delegates to the proposed special meeting in Milwaukee in Sep- 
tember, precise notice of which will follow. 

The opening session of representatives of the local Hospital Coun- 
cils will be held in the ballroom of the Hotel Schroeder, Milwaukee, 
Monday morning, September 11, at 10 A. M., Dr. S. S. Goldwater 
presiding. 

Respectfully, 
Bert W. CALDWELL 
Executive Secretary 


+, 
—---—% 





rR. CHARLES S. PircHerR, who has been superintendent of the Pres- 

byterian Hospital, Philadelphia, for many years past and resigned 
his position effective June 1, will devote his time after July 1 as consultant 
for private hospitals and state welfare departments. 

Mr. Pitcher has been prominent in the hospital field for twenty years. 
He is president of the American Protestant Hospital Association and in 
addition to this has held many important offices and committee assignments 
in both the Protestant and the American Hospital Associations. 
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A Provident Hospitalization Plan and a Review of the 
Hospital Service Plan’ 


PAUL KELLER, M.D. 


Executive Director, Newark Beth Israel Hospital, Newark, New Jersey 


HE HospitaAL SERVICE PLAN is a term arbitrarily chosen by the Hos- 

pital Council of Essex County, New Jersey, to designate a hospital 

project devised and sponsored by its member hospitals, seventeen in 
number. The Plan offers anticipated hospitalization to wage-earners in 
the community on a basis of payment by which the cost is equitably dis- 
tributed among them. 

Possibly it may be considered by some, who are not entirely familiar 
with its details, merely as one of many local commercial hospital insur- 
ance schemes which are rapidly cropping up throughout America under 
the headings of “Group Hospitalization Insurance’—“The Hospital Guild 
and the “Traveler’s Hospital 





Payment Plan”—‘Hospital Mutual, Inc.” 
Aid Corporation.” 

The sporadic and irregular growth of these hospitalization plans through- 
out the country, each with a different pattern, is indicative of inadequate 
joint planning on the part of our hospitals. Such hospital projects de- 
mand and cannot be successful without the willing cooperation and codrdi- 
nation of hospitals from a business standpoint. It is a movement which 
necessitates collective thinking and acting on the part of wage-earners, 
industry, hospitals, and the public. 

How many communities in the entire United States possess the funda- 
mental prerequisites of organization that are so essential to the develop- 
ment and existence of such a plan? 

How many communities, in which two or more hospitals exist, have 
effected a method of joint hospital planning whereby an association of 
hospitals functions not only to exchange professional experiences but to 
intelligently direct hospital problems on a city- and county-wide basis, 
in order that the private contributors and taxpayers may be assured of 
efficient business administration in matters of hospital expansion, out- 
patient service development, medical staff interrelationship, uniform busi- 
ness procedures, and interrelated sound financial policies, as well as many 
other equally important administrative problems pertaining to the business 
aspect of our hospitals? The Hospital Council idea is not of recent origin 
and the obvious needs for such an organization have been known to the 
hospitals for many years. 


1Read before the Pennsylvania Hospital Association, Philadelphia, March 23, 
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There are three major factors which have tended to discourage the 
formation of such organizations. The first is the sensibility of each hos- 
pital which feels it must preserve its own identity, overlooking entirely the 
fact that its neighbor hospital performs similar tasks and receives support 
from the same general source, and serves the same community. They 
fail to see the hospital picture in its completeness. It is this perspective 
that gives many hospitals a feeling of self-sufficiency and in their narrow 
attitude they regard their neighbor’s activities with little concern. 

Our managing boards of directors have made little or virtually no 
contribution toward the movement of consultative and united hospital 
planning. They represent in some instances outstanding citizens of our 
community and their philanthropic interests are unquestioned, but being 
human they are reluctant to endanger their petty positions, which might 
be eliminated in a larger scheme of organization. 

It is generally recognized by the social economist of today that there 
exists much room, among voluntary charitable agencies of all kinds, for 
more economical operation and improved business management. This 
need not necessarily lessen the individual initiative on the part of those 
charitably minded though it may be effected by collective action and coordi- 
nation, which however will bring greater economy at less cost. The Hos- 
pital Council movement may achieve such results for our hospitals if our 
executives act and are willing to take the initiative. We can expect little 
aid from our managing boards without our leadership. 


ow THE SECOND major factor that has discouraged the formation of hos- 
pital councils has been and is the lack of sympathetic understanding 
and mutual confidence between hospital authorities and the medical pro- 
fession. By natural assumption, the physician should be the warmest and 
dearest friend to the hospital, and the hospital in turn should appreciate 
that the doctor is invaluable in rendering his advice and counsel. Through 
a system of coordinating committees he should be intimately associated 
with the administration and the hospital board. His judgment in purely 
professional matters should be generally accepted, and likewise, he should 
accept the management of the hospital in good faith and with a feeling 
of complete confidence in its judgment. 
I dwell on the physician-hospital relationship at this time, because of 
its major importance to the success of any coordinated hospitalization plan. 
This relationship must be friendly and cooperative if the plan is to achieve 


the full measure of success. It must have the approval and the full sup- 


port of the medical profession, who should share in the construction of 
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any hospitalization scheme. It is only by joint consideration that we may 
arrive at a satisfactory solution that is mutually beneficial to all. 

Observe what the reaction of the medical profession has been in Phila- 
delphia and other communities that have taken the initiative in problems 
dealing with medical and social economics. Generally speaking the med- 
ical profession has been very emphatic and outspoken in its disapproval 
and opposition to all plans proposed by hospital authorities. Apparently 
they are unwilling even to entertain or consider the merits of such plans 
so that by joint consideration, the interests of both groups will be pro- 
tected. Nor has the medical profession made much effort to formulate a 
hospitalization plan on its own initiative. One outstanding exception is 
New York City, where the medical profession and hospital authorities 
have been mutually cooperative with a view to ultimately formulating a 
program that will have the support of all concerned. 

My intent is to be critical not of the medical profession but rather of 
the hospital field, which should improve its technique in approaching the 
medical profession and winning its confidence and cooperation. The 
medical profession must be an integral part of the administrative machin- 
ery of the Hospital Council to complete its success. 

The third and final factor I wish to speak of is the lack of funds. Hos- 
pitals are reluctant to spend additional money for what may be considered 
extramural activities. In Essex County, New Jersey, we have solved the 
problem by first indicating to the hospitals that the formation of a Council 
would bring, after a reasonable period of time, a profit far in excess of 
the dues. Each member hospital approved of a reasonable assessment in 
the form of monthly dues based on its respective bed capacity for each 
member hospital and we then employed a full-time executive, which is of 
paramount importance to the success of such an organization, as voluntary 
leadership is in itself inadequate. 


cw My MOTIVE in considering at length the Council formation is solely 
to stress the importance of establishing a basic structure which will 
insure success, not only as regards the Hospital Service Plan, but as 
regards all coordinated hospital movements, particularly those that require 
business application. The medical profession must play an integral part 
in the administrative machinery of the Council to complete its success. 
Had Philadelphia hospitals been properly correlated in a Council forma- 
tion when one of its hospital executives sponsored the “Hospital Aid Plan” 
it would promptly have grasped the opportunity, not to accept, but to study 
and inquire, with the codperation of the medical profession, into that plan 
and many others, with a view to ultimately presenting to the public a com- 
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prehensive and sound plan of hospitalization for selected groups of wage- 
earners at a cost within their means. 

I shall now revert to the “Hospital Service Plan.’”” The name is only 
partially descriptive of all that it entails. The Plan looks to collective 
response on the part of wage-earners to contribute individually to a joint 
hospital fund making small periodic payments in anticipation of, and in 
preparation for, their hospitalization. The collective effort manifests itself 
when a substantial number of each group enrolls in the Plan. A title 
more suitably applied to the Plan would be, “Provident Hospitalization 
Plan,” as the word provident is defined as “providing for the future.” 
Other terminology that would appear more descriptive of the subject would 
be “Hospital Reservation Plan’ or “Hospital Collective Payment Plan.” 

I would avoid any reference to the group or insurance principle, as this 
is an anathema to the physician as well as to part of the public. These 
words imply a leaning toward state medicine which is far removed from 
the true principle of the Plan. The Plan does not imply socialization of 
hospital service as that term is generally interpreted by the medical pro- 
fession; neither does it imply group contract insurance for it uses solely 
the principle of collectivism in its service—that is, the collective efforts 
of persons acting individually but sacrificing no rights or liberty that they 
individually possess. Further, the insurance principle is not strictly ap- 
plicable to the Plan, since insurance usually secures against loss, as from 
fire, accidental death, etc., on certain stipulated conditions or at a given rate 
or premium. The Hospital Plan does not indemnify or make restitution, as 
does insurance, but only renders service if and when needed. It is a serv- 
ice agreement between the hospitals and employees, the hospitals providing 
hospitalization when needed, and the employees paying for same indi- 
vidually by contributing to a joint fund. To be most successful the com- 
mercial element must be entirely eliminated from the Plan, so that there 
must be no sales organization affiliated with the hospitals, working for 
profit. In the light of the above facts, we may honestly refrain from such 
designation as group hospital insurance. 

The Hospital Service Plan is founded on the premise that many persons 
gainfully employed are unable to meet the cost of hospitalization, unless 
they participate in a plan that provides hospitalization on a basis of pay- 
ment by which the cost is equitably distributed. This is well illustrated by 
the fact that many wage-earners are now and have been hospitalized in 
ward beds either totally free or at very little cost. The premise is there- 
fore sound, when we consider the inability of many wage-earners to budget 
for hospitalization. They cannot foretell or predict the time, the duration, 
the severity, or the cost of illness. 

Many wage-earners in the low income group can barely finance them- 
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selves for the actual necessities of life without considering provision for 
hospital expenses. In the higher income group where it might be possible 
to budget for brief sickness it is highly probable that budgeting for health 
is given the last consideration. Even in the highest income groups it 
requires real ingenuity to budget for health. Therefore, to provide ade- 
quate hospitalization for many wage-earners and their families the cost 
must be met by the charitable hospitals, the taxpayers, the employers, the 
employees, or by various combinations of these groups. 

If the taxpayer assumes more and more of the financial responsibility of 
hospitalization, we shall eventually, through an evolutionary process, have 
a system of government hospitals with its inevitable political control. If 
the employer acts as the intermediary for the employee and assumes more 
and more financial responsibility for his employees’ hospitalization, we 
may be certain that where the employer pays, he will control. We see 
evidence of this in industrial medicine and contract practice, with medical 
and hospital control in the hands of the employers and insurance companies. 

If the employees assume the initiative and organize hospital and medical 
societies of their own, then we have the experience of foreign countries 
to teach us what to avoid. Such systems as have been evolving abroad 
present a warning note which we and the medical profession must heed. 
Sick benefit societies of employees, having their origin as voluntary organ- 
izations, have always developed eventually into compulsory health machines 
to which the employers and the state have contributed. This likewise 
results in a form of state medicine in which the government assumes par- 
tial or complete control and lay supervision dominates. This has been the 
history of most of the foreign schemes of health and hospital insurance. 
Where there is Jay or governmental control of health and hospital prob- 
lems, it is generally conceded that the professional efficiency diminishes in 
proportion to the degree of governmental supervision. Stated conversely, 
the success of hospital administrative and medical planning is in direct 
ratio to the degree of professional and medical supervision. 

All of these methods of meeting the health and hospital problem are 
in practice either here or abroad and no one of them has been accepted 
as being completely satisfactory as a solution to this problem. The major 
disadvantages of these plans have been apparent to the organized medical 
profession of our country and admittedly work contrary to the best tradi- 
tions of medical and hospital practice. 


ow THe Hospitat ServicE PLAN that we in Essex County so enthusi- 
astically advocate is unique, in that we eliminate all the disadvan- 
tages, and at the same time embody features of good medical and hospital 
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practice. It is mutually advantageous to the wage-earner (that is, the 
patient), the employer (industry), the hospital, and the physician. 

The Hospital Service Plan of Essex County has special features that 
distinguish it from other methods of meeting this problem and should 
meet the full approval of the medical fraternity. The mechanics of the 
Hospital Service Plan as operated by the Hospital Council of Essex County 
are as follows: 

The seventeen voluntary charitable hospitals that are members of the 
Council established an affiliate association known as the “Associated Hos- 
pitals of Essex County,’ 
agement and direction of the Hospital Service Plan. The governing body 


’ 


which was organized exclusively for the man- 


of this affiliate organization consists of the same representatives that com- 
pose the Council’s executive committee, and its officers are likewise the 
officers of the Hospital Council. The principal objective in forming a 
separate group to manage the Hospital Service Plan was to relieve the 
Council of any financial responsibility which might arise in connection 
with the business aspects of the Plan. Thus the Council’s inherent suc- 
cess and development is in no way dependent on the success of the Hos- 
pital Service Plan and it preserves its basic objective to act as a coOrdinat- 
ing body with a view of aiding its member hospitals in many ways other 
than through the Hospital Service Plan. The Associated Hospitals, Inc. 
was organized to assume the trust separately, but the important aspect ot 
keeping essential control in the hands of the hospitals themselves was not 
relinquished. 

The Associated Hospitals of Essex County entered into a contract with 
a business concern which promotes and carries out the sales and promo- 
tion features of the Plan. This profit-making organization can in no 
way act without the approval of the hospitals since they receive all direc- 
tions, publicity data, forms, etc., from the Associated Hospitals. All pro- 
cedures regarding the sales campaign, correspondence, etc., must have the 
approval and signature of the executive director of the Hospital Council, 
who likewise is the executive director of the Associated Hospitals, Inc. 
In this manner the Council possesses complete jurisdiction of the Plan. 

The Associated Hospitals offers to the employees of business and in- 
dustry a plan of all-inclusive hospitalization in any one of its seventeen 
member hospitals, provided hospitalization is recommended by a physician. 
The employee authorizes his employer to make regular payments by pay- 
roll deductions of 85 cents per month to the hospital fund, from which 
fund the hospital is paid $6 per day if and when the employee becomes 
hospitalized. 

The first step in the approach to the wage-earner is a full realization, 
by the representatives of the hospitals, of not only the benefits of the Plan 
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but the reasons for the necessary regulations in providing such benefits 
to the subscriber. This involves preliminary training of those representa- 
tives in hospital policies regarding the admission and care of patients, 
and a general understanding of hospital problems. 

Without such a background a representative is handicapped in dealing 
with the employer, which is the first point of contact. The full facts of 
the Plan are first presented to the employer, not from the viewpoint of the 
hospital, but from the viewpoint of his employees, and the value to him 
through his employees. Our brief experience has indicated that it is only 
when the employer is convinced of the benefits the Plan brings to his 
employees, that he becomes interested. With the prevailing low wage 
scales, and part-time employment, it is not an easy matter at all times to 
obtain his full measure of codperation. This is largely due to the fact 
that in a sense he feels guilty and responsible for the reduction in wages 
or the low wage scale, and therefore is reluctant to place himself in a posi- 
tion of recommending to his employees a plan which calls for an expendi- 
ture on their part, no matter how wise an investment it may be. 

It is possible, however, to overcome this hesitancy but it requires able 
and forceful presentation by someone experienced in negotiations of this 
kind. A commodity is not for sale as a service is offered by the hospitals 
for the preservation of the health of the employees, which lessens the 
economic loss to industry. 


ooo AFTER OBTAINING the interest of the employer a meeting of his 

employees is arranged, on the employer's time, and at his request. 
This is a factor of marked importance since it impresses the employees 
with the fact that their employer has manifested an interest in the merits 
of the Plan and is convinced of its soundness and desirability. 

The employer introduces the speaker, who presents the facts of the case 
within fifteen minutes. Application cards are distributed among the 
workers and subscriptions are usually obtained immediately following the 
description of the Plan. Literature also is distributed for subsequent peru- 
sal and is considered helpful as a means of instilling the facts firmly in the 
mind of the worker. Subsequently, workers hold the application cards for 
further consideration, and applications invariably follow. The majority 
of applications, however, are obtained immediately following the meeting. 

The application card also includes granting authority to the employer to 
deduct 85 cents per month from the worker’s pay. Arrangements are 
made with the employer for this deduction prior to the time of meeting. 
?ayroll sheets are prepared by the hospital organization bearing the 
names of the subscribers and the amount of 85 cents in the monthly col- 
umn. This payroll sheet is sent to the paymaster prior to the time set for 
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payroll deduction, and one check is drawn to the Associated Hospitals 
for the full amount. When the payroll sheet is presented to the paymaster 
a receipt for each subscriber is added for distribution to the individual 
employees. 

When a payment is received, a Hospital Service Plan certificate setting 
forth fully the benefits and conditions of the Plan, duly signed and coun- 
tersigned by the officers of the Associated Hospitals and bearing its seal, 
is sent to the subscriber together with an identification card for use in 
obtaining admission to the hospital selected when such care is needed. A 
letter welcoming him as a subscriber to the Plan, and again emphasizing 
the benefits to him, accompanies the certificate and identification card. 

When the subscriber is advised by his personal physician that hospital 
care is needed, application for admission is made to the hospital by present- 
ing an identification card. The hospital then calls the central office for 
verification, and particularly to ascertain whether or not the member is 
in good standing. Hospital care is then rendered according to the terms 
of the Plan, and a bill at the rate of $6 per day is sent to the central office. 

These bills are passed for payment weekly. The bill form includes 
necessary statistical information covering the age, type of employment, 
nature of service rendered, and other essential data. Bills are not hon- 
ored unless this information is properly set forth. The bill form also 
provides a space for the signature of the patient or his nearest relative or 
friend, when services indicated on the bill have been rendered and are 
acknowledged. This acts as a check against the hospital, as well as im- 
pressing upon the mind of the subscriber the full value and benefit which 
his subscription has provided. 

In the central office a comprehensive record is kept of the subscribers, 
the concerns involved, dates of payroll deductions, and all other essential 
data incidental and necessary to a proper administration of the Plan. 


The Associated Hospitals having entered into a contract with a com- 
mercial organization whereby a profit-making company receives a stipu- 
lated amount for each subscriber enrolled adds a commercial feature to 
the Plan. I have carefully studied this feature of the service plan since 
its inception and emphatically recommend its discontinuance. The sales 
promotion and administration of the Plan may easily be directed by the 
Associated Hospitals itself, as the profit-making group can add nothing to 
the success of the Plan that may not readily be accomplished by the hos- 
pital organization. Further, a commercial agency in the Plan acts as an 
entering wedge toward the future commercialization and industrialization 
of the entire service. The factor of commercialism dampens the enthusi- 
asm of the employer in support of the Plan and tends to discourage com- 
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munity and philanthropic support. We will need this support even with 
a complete system of provident hospital planning, for there will still re- 
main much charity to be done by community chests and private philan- 
thropy in support of our free clinics and the development of voluntary 
hospitals. We cannot afford to offend private philanthropy by the inclu- 
sion of profit-making bodies in such plans. 

By eliminating the profit-making division the overhead is lessened and 
more benefits may accrue to the hospitals and the subscribers. 

A small amount of capital is required to launch the project and carry it 
through its early stages. 

A brief certificate of enrollment is preferable to a lengthy outline of 
agreement and the less exceptions entered therein, the more attractive and 
less confusing is the service to the employee. Hospitalization should be 
all-inclusive, including laboratory and x-ray procedures, for regardless 
of the benefits offered, the premium may be graded in accordance with 
whatever service is rendered so as to prevent loss to the hospitals. If 
many hospital services are excluded the plan will prove unattractive to 
the worker; therefore it is preferable to have the agreement all-inclusive, 
with possibly two or three exceptions. 

Several important exceptions are the following: The benefits must not 
include the services of the attending physician and surgeon and special 
nurse’s meals. The exclusion of many diseases should be avoided, for 
the service offered should be as complete as the physical condition of the 
hospitals will permit. Rather than enumerate a list of diseases excluded, 
the hospitals may rightfully protect themselves against undue demands by 
a brief statement that all services furnished under the Plan are subject to 
the rules and regulations of the hospital selected by the subscriber and 
that the benefits included cover only the treatment and care of illness and 
injuries now accepted for treatment by the hospital selected by the sub- 
scriber and do not in any event include quarantinable diseases, illnesses 
usually treated at other than general hospitals, or treatment under the 
Workmen’s Compensation Law. 


cw =I Am Apvisep by Frank Van Dyk, executive director of the Hospital 

Council of Essex County, to whom the initial success of the Plan is 
largely attributable, that to date 2,600 employees have voluntarily sub- 
scribed, out of approximately 5,600 approached in a total effort of forty- 
two days—this largely without solicitation of large organizations, since they 
have as yet not been approached, so that the success in this direction 
should be more marked. One hundred and five organizations have en- 
rolled out of 135 interviewed, indicating a response of 77 per cent by 
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industries. The objections to the Plan have been solely from employers 
who would not permit employees to be reached due to their limited earning 
capacity. 

The advantages of such a provident hospitilization plan are, first, to the 
WAGE-EARNER: 

1. It brings the medical bill within his means and enables him to meet 
this cost without any subsidy. 
It gives the wage-earner the advantage of semi-private accommoda- 


tN 


tions and the choice of his own physician. 
3. It gives him a sense of security and freedom from anxiety. 
4. Thus it bolsters up his self-respect in that it eliminates the necessity 
for relief. 
The advantages to the EMPLOYER: 

1. Because the cost of hospital care is provided for, necessary medical 
attention is not unduly postponed. This makes for the preservation 
of general health and is an asset to the employer. 

As a result of the improved health of the employee there is lessened 


bo 


economic loss to industry. 
The advantages to the HOSPITAL: 

1. This Plan brings an increased revenue to the hospital inasmuch as it 
calls for semi-private rather than ward accommodations, and there 
is no danger of uncollectible bills. 

It releases for other hospital work community funds that would be 
used for these people were they ward patients. 
3. It releases ward beds for patients who do not figure in this scheme. 


bo 


4. It broadens the policy of interstaff medical relationships among the 
hospitals involved. 

5. An important by-product is the excellent publicity it creates. It 
takes the work of the hospital out into the community and creates 
a favorable impression. 


The advantages to the PHYSICIAN: 

1. It is a decided advantage to the physician in that it increases his 
income. With the hospital bill already paid for, the patient uses 
whatever funds he has at his command for the doctor’s bill. 

2. The scheme fosters the personal confidential relationship between 
patient and physician. 

3. The physician is enabled to keep contact with his patients rather 
than lose them through ward service. 

4. It brings the physician closer to the hospital as there is a feeling of 
mutual advantage in this scheme. 
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5. It serves as a pattern for similar organizations among the physi- 


cians themselves. 


Some of the DISADVANTAGES the Plan DOES NOT HAVE: 


1. It is non-commercial. There is no room for the suspicions that are 
attached to commercial projects. 


2. Under this scheme the hospital does not forfeit its control. 
3. The physician-patient relationship is not lost. 
4. There is no sacrifice of professional efficiency. 


cw IN SUMMARIZING, may I re-state that if we, as hospital organizations 

in cooperation with the medical profession, do not take the initiative 
and organize so as to provide hospitalization for all classes of patients then 
the experience of foreign countries will undoubtedly offer a pattern of 
service for America to follow. Such conclusions may benefit the average 
physician’s income as well as the hospitals, but will surely result in a de- 
terioration of present-day medicine and hospitalization. 

Let us unite in emphatic agreement that our contemplated hospitalization 
service does not envisage the inclusion of medical practice and in this 
direction guard against offering periodic health examinations as part of a 
hospital service program. ‘The medical profession must devise its own 
machinery separate and apart from our hospitalization plan in order to 
serve adequately the lower economic groups by collective medical planning. 
By such methods they will be adequately compensated and preserve their 
present-day status. 

If we wish to preserve many of the valued characteristics of present-day 
medicine and hospitalization the physician and hospital executive must 
direct and control their medico-economic problems. It is a misconception 
to view the physician and the hospital superintendent as having poor busi- 
ness acumen. True, the average practitioner is mainly concerned with his 
professional affairs and his mental attitude naturally is largely formed by 
virtue of his medical environment. He does not think and reflect in terms 
of business and economic problems. But place him in a position that neces- 
sitates business thinking and acting and after his apprenticeship period is 
passed he is superior, on the average, to the so-called business executive, 
for the basic principles of his life are inculcated on a foundation of hon- 
esty, sincerity, integrity, and justice. He is an asset for good business. 

I can envisage a provident hospitalization service organized and con- 
trolled solely by the hospitals and not by a separate commercial or lay or- 
ganization. Hospital associations or councils with the medical profession 
represented will be organized as purely charitable organizations, without an 
element of commercialism in order to provide hospitalization on a volun- 
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tary basis to wage-earners who wish to be self-respecting and pay their 
own hospital costs. Labor or industry will not be represented with mem- 
bership in the Council so as not to influence purely professional super- 
vision, though they may be intimately consulted for advice. The employer 
will not share in the cost, if it can be avoided, as the employee will be 
made to feel his or her full responsibility. The most successful outcome 
will be when on account of its merits, the employer, realizing the benefits 
that accrue to the health and welfare of his personnel, will lend his full 
cooperation. He will learn that such service improves the general health 
of his organization and lessens the economic loss. 

With the complete codperation of the employer each new employee will 
automatically apply for membership in the Hospital Service Plan and as 
the percentage of labor participating in the Plan increases, more benefits 
will be shared by hospitals and employees for less cost. Eventually, such 
hospitalization service may be offered to the wage-earners on a contributory 
basis of approximately 50 cents monthly in the event of a large percentage 
of each group participating. 

I further envisage the day when such hospitalization service will include 
provision for the wage-earner’s dependents and we shall then consider the 
entire family as a unit, which brings the Plan closer to the ideal. Provi- 
sion may also be made for convalescent and special hospital care. The 
expansion of the Plan, as I view it, will mean little added cost to the wage- 
sarner for the hospitalization of his dependents. 

The economic limitations to be considered in this service depend partly 
on local conditions, such as wages, living costs, and the type of service 
available. The limits should so be established as not to attract patients 
who can well afford private accommodations. 























When Milwaukee Entertains 
the 
A. H. A. i 


ILWAUKEE is proverbially hospitable and unfailingly courteous. A 
friendly, comfortable city, neither too large nor too small but 

with ample facilities to serve the 4,000 hospital folk who will 

gather there during the days of September 11 to 15—Milwaukee extends 
to the members of the American Hospital Association the most cordial 
of invitations in advance of its thirty-fifth annual association convention. 

HISTORY 

Historically, this city of 600,000 dates its beginning to 1818, when 
Solomon Juneau, a young Frenchman, purchased a small trading post in 





ONE OF THE BOULEVARDS 


the Indian village of ““Mahn-a-waukie,” which in the Wisconsin language 
means “good and beautiful lands.” Before this, missionaries and fur 
traders had visited the village but none had stayed. Under the leadership 
of Juneau, pioneers prospered and by the 1830's, the town was in the midst 
of an era of speculation with a real estate boom and other metropolitan 
activities. 

Milwaukee East Side and Milwaukee West Side, at that time popularly 
known as Juneau Town and Kilbourn Town, were separately incorporated 
as townships in 1837. In 1846, they were united with Walker’s Point on 
the south side, and incorporated as the city of Milwaukee. The Milwaukee 
Advertiser began publication in 1836, and a public school was opened in 
that year. 
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The first connection with Chicago by telegraph was established in 1849 
and by railway in 1856. About 1850, a stream of immigration from 
Germany began, which was accelerated by the revolutionary movement in 
1848 and continued throughout half a century. In 1900, of a total popula- 
tion of 285,315, 75 per cent were either German by birth or of the first 
generation. 

CIVIC ATTRACTIONS 

The natural beauty of Milwaukee’s wooded lakeside site has been pre- 
served as the city developed. Through the heart of the city flows the 
Milwaukee river. The city parks and playgrounds cover an area of more 
than 1,200 acres, offering a variety of scenery and recreation. The city 
is circled by a park development plan, which follows the lake shore and 
the course of the river. Outstanding in the memories of visitors is the Lin- 
coln Memorial Drive, which follows the shores of Lake Michigan for six 
miles through a series of parks and beaches, past the Milwaukee Yacht 
Club and Coastguard station, terminating in the famous Lake Park, noted 
for its expanse of woodland, bridle paths, and golf course. ( 

On the south side of the city in Mitchell Park is a fine conservatory, in 
which are seasonal displays of various flowers. Other public institutions 
include the Layton Art Gallery, the Milwaukee Art Institute, the Public 
Museum, and the Library. 

Meetings of five other organizations will be held coincident with the 
sessions of the American Hospital Association. These are the American 
Protestant Hospital Association, American Association of Nurse Anesthet- 
ists, American Association of Hospital Social Workers, American Occupa- 
tional Therapy Association and the Children’s Hospital Association. Ample 
room for all meetings will be provided by the Auditorium. 

CONVENTION FACILITIES 

The Milwaukee Auditorium is located in the heart of the hotel, theater, 
and shopping district. There are seven halls, with seating capacities rang- 
ing from 300 to 8,240. Each hall is equipped with a stage and committee 
rooms, and all are acoustically perfect. The auditorium is equipped with 
a ventilating system which supplies conditioned air at any temperature. 
There is a modern public address system in each hall. 


HOTELS 
There are twenty-six modern hotels in Milwaukee. Single room rates 
range from $1.50 to $3 without bath, from $1.50 to $5 with bath; double 
rooms, from $2 to $5 without and from $2 to $8 with bath. 
Of interest to those planning to attend the convention will be the re- 
markable health record of Milwaukee. In 1932 it was awarded first place 
in the health conservation contest conducted by the Chamber of Commerce 
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BEACH AND GoLF COURSE 


of the United States. Milwaukee had received this same award in 1929, 
and was awarded second place in 1931. In the contest for fire preven- 
tion, the city was awarded first place in 1926 and in 1932. It is the only 
city to have won both contests twice. 
HOSPITALS 

A variety of fine modern hospitals and similar institutions will welcome 
visitors from the convention. Milwaukee County maintains a model group 
of buildings in Wauwatosa, a suburb west of the city, including an asylum, 





MILWAUKEE AUDITORIUM 
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a hospital for mental diseases, Muirdale Sanatorium, and the Bluemound 
Preventorium. The county’s general hospital is a fine example of modern 
hospital architecture. There are two new emergency hospitals located in 
the city itself. 

Sixteen other hospitals and three sanatoria are scattered throughout the 
city. The new Marquette University Medical School and Hospital is on 
the university campus at [ifteenth street near Wisconsin avenue. The 
National Home and Hospital for disabled soldiers is located in West Allis, 
a suburb. 

When the thirty-fifth convention closes on September 15, the delegate 
or visitor will find himself beguiled by numerous attractions whose con- 
venience will suggest a leisurely homeward trip. Two hours away will be 





Downtown District SHOWING MILWAUKEE RIVER 


the great Century of Progress in Chicago, with numerous exhibits com- 
memorating a hundred years of progress in the healing arts as well as 
in other phases of the nation’s development. Milwaukee itself is strategically 
located for the man or family with plans for combining a vacation with the 
convention trip. The city is the gateway to the famous “Land o’ Lakes” 
region. Thousands of sparkling lakes and great areas of primeval forests 
lie within a few hours’ ride of the city. Eighteen concrete paved highways 
lead out of Milwaukee to these vacation paradises. 
TRANSPORTATION RATES 


Reduced rates to and from Milwaukee will be in effect on all railroads. 
Fare and one-third from points in the United States and Canada by rail- 
road will be granted on the certificate plan. Each member of the Associa- 
tion will be furnished with these certificates through the mails. For the 
convenience of Canadian delegates who contemplate attending the meeting 
of the Canadian Hospital Council in Winnipeg just previous to the con- 
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Business District—Downtown MILWAUKEE 


vention, transportation will be sold at the rates of fare and one-third to 
Chicago, permitting the delegate to travel by Winnipeg, thence to Milwau- 
kee to attend the convention, and return home by the route of choice. 

In addition to the railroad transportation rates there will be special rates 
to and from Chicago with stop-over privileges at especially low figures. 
Bus lines, air routes, and steamship lines are all allowing these exceptionally 
low rates in addition to the rates which the railroads grant. 


THE CENTURY OF PROGRESS 


Without question the Century of Progress is the world’s greatest ex- 
position. A visit to this great show will be the event of a lifetime. Its 
educational value is unsurpassed. It illustrates the development and ad- 
vancement of science for a century past. The visitor to the Milwaukee 
convention will have ample time and opportunity to attend the Century of 
Progress and study the exhibits. Saturday, September 16, has been set 
aside by the Century of Progress as Hospital Day, and a suitable program 
will be arranged for, with a special tour of exhibits particularly interesting 
to hospital people, personally conducted by the director of exhibits, Dr. 
E. J. Carey. 
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The Hospital of the Future’ 


FRED G. CARTER, M.D. 
Ancker Hospital, St. Paul, Minnesota 


HE HOSPITAL is the creature of a highly social-minded people. As 

we see it today, it is not a finished product but a growing, changing 

thing, responsive to the evolutionary needs of the sick and sensitive 
to the social, historical, and economic trends of the times. That its devel- 
opment in this country has been somewhat individualistic is not to be 
wondered at when we stop to reflect on the formative influences which have 
shaped the growth of all of our social practices and of the institutions 
associated with these practices. Up to the beginning of the present cen- 
tury the outstanding character-determining factor in our national devel- 
opment was the westward moving settlement line known as the frontier. 
Its influence was felt in every endeavor and this influence was predom- 
inantly that of the individual who, because of prevailing conditions, was 
the unit in terms of which we measured progress and achievement. 

But the days of the frontier with its rugged individualism are behind 
us. There are no longer desirable new lands to conquer, no fascinating 
territorial mysteries to explore. That vast expanse of natural resources 
and unparalleled opportunity which stretched from the Alleghenies on the 
East to the Pacific on the West has been settled. Conditions which from 
their very nature placed the stamp of the individual on every attainment, 
including hospitals, are gone. From now on our opportunities seem to lie 
along developmental lines in which we must learn to live together, work 
together, play together, and succeed together. We are entering an era of col- 
lective endeavor and internal expansion as opposed to the one of individual 
attainment and external expansion through which we have just passed. 
The transition is marked by turmoil, strife, dismay, and suffering which 
seem to have been normal for all of the great transitional periods of his- 
tory. We are struggling with problems with which we have had little 
experience. We are groping in the dark, trying to get our bearings, look- 
ing for a way out. To find it we need new ideas, new leaders, new con- 
cepts, and new methods, which can be acquired only through trial and 
error experiments. We are in a process of adjustment and when finally 
the social, economic, and political clues essential to progress are discov- 
ered and put to work we shall emerge with tremendous impetus from the 
morass in which we are now engulfed. The hospital cannot entirely escape 
these trends. 

Medicine as a whole cannot be divorced from its era. The influences 
which mold the characteristics of its contemporary activities must also 
~ Read before the Iowa State Hospital Association, Marshalltown, April 20. 
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to a great extent shape the character of medicine. It did not escape the 
imprint of the individualism of the frontier and even now it is not exempt 
from the disturbing effects which mark the transition from the old era 
to the new. The burden of medical costs is poorly distributed. Urban 
communities have a superabundance of medical service while vast rural 
sections are unprovided for. On the one hand there are those who urge 
the necessity of group medicine, while on the other the clamor is equally 
insistent that there be a renewed emphasis on the importance of the close 
personal relationship between physician and patient. Thousands of hos- 
pital beds are unoccupied, countless numbers of nurses are unemployed. 
Contract practice, state medicine, and medical socialism are vilified and 
belabored from every medical rostrum and in most instances rightly so. 
More organizations and higher educational requirements all along the line 
are demanded. I mention these things only to show the reflection of the 
general economic and social dislocation of the time in medicine. 


Unless we misinterpret the indications, it seems logical to assume that 
the next great era of American history, the one which will follow the 
present period of adjustment, will be one of collectivism in which the 
group rather than the individual will be emphasized as the unit of accom- 
plishment. A great frontier of achievement along social engineering lines 
awaits organization and development. We are interested in knowing just 
how medicine can and will respond to the changed order. 


The future of the hospital is inextricably bound up with the future of 
medicine and nursing and with the needs and demands of the general 
public. That all of these groups were not in complete harmony on medical 
matters was evident for years before the present crisis. In fact, the 
situation had become so acute that a committee had been appointed as 
far back as May, 1927 to study the costs of medical care. The fact is 
worth noting that this committee was organized almost at the peak of 
the period of greatest prosperity this country has ever known. The things 
that have happened since that time have only served to emphasize the fact 
that we haven’t given enough attention to the science of living together. 
The needs of our people for medical care have exceeded the ability of the 
organization for distribution of that service to furnish it. It is evident 
that maladjustments exist and opinions as to how these may be corrected 
are divided into two groups, the one emphasizing the importance of the 
development of great medical centers, the other stressing the encourage- 
ment and enhancement of the personal relation between patient and physi- 
cian. If this controversy represents the fundamental struggle of the fu- 
ture of medicine, then the outcome will determine the direction of hospital 
development. 
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The Medical Center Plan is a product of the mass production theory, a 
development of the ‘Machine Age.’’ Numerous examples are to be found 
in various parts of the country. Its method of operation has transformed 
the old out-patient department into a vast directing, supervising mechan- 
ism for guiding the individual through the maze of detail which may 
seem essential in caring for his needs. The hospital bed is only an incident 
in the routine as are the x-ray, the clinical laboratory, the electrocardio- 
graph, the special therapy department, the physician, and other forms 
of special diagnostic and therapeutic equipment. The patient is figuratively 
subjected to an assembly line type of treatment. This picture may be 
somewhat of an exaggeration for some clinics, but it is altogether too true 


for others. 


cw = MAss PRODUCTION in industry deals almost exclusively with the man- 

ufacture of new articles. It depends for its success upon standard- 
ization of materials and efforts. Once an article is completed its future 
is in the hands of general repair mechanics in whose ranks we find very 
little attempt at specialization and certainly little trace of the methods of 
mass production. 

There are about 125,000,000 people in the United States and no two of 
them are alike. They constitute the materials with which medicine must 
work. Obviously there can be no standardization of such materials. 
Again, because of the inability of the physician to remove the human 
element from his make-up, there can be no standardization of the compli- 
cated type of effort required. Neither materials nor efforts permit of 
any kind of satisfactory break-down for purposes of simplification and 
standardization of processes. No two physicians react exactly alike to 
the same set of conditions. [ach must work within the limitations of 
his own knowledge, his own experience, and his own mental reactions. 
His effort cannot possibly be anything but individualistic. Mass produc- 
tion methods of industry cannot therefore find a wide application to the 
field of medicine insofar as standardization of materials and efforts is 
concerned, because basic operating conditions are totally different. Indus- 
trially speaking, the work of medicine really begins where mass produc- 
tion leaves off, for it deals with the completely assembled product and 
directs its efforts toward keeping that product in good running order. 

The chief contribution of industry to medicine, then, must be in the field 
of management. We have much to learn and accomplish concerning the 
proper and strategic assembling of workers, materials, and tools. No 
industrialist would attempt to do in five hundred places that which he can 
do more efficiently and economically in five places, yet that is exactly 
what we are doing in medicine in many of our large cities. The fact 
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cannot be denied that concentration of our activities in large medical 
centers would make equipment of all kinds more complete, more widely 
available, more readily accessible, and more efficiently utilized. The physi- 
cian could also use his time to greater advantage in such an organization. 
There are other factors, however, which require consideration. 

The importance of the personal relationship between patient and physi- 
cian has been mentioned. In many instances the value of prolonged 
association cannot be over-emphasized and benefits to the patient will 
accrue only from such a relationship. The physician comes to know more 
about the little idiosyncrasies of his patient and this knowledge is often 
very valuable in handling cases. Economies of patient and professional 
time result. The patient feels that his physician is interested in him 
personally and not alone in his diagnosis. <A liaison is built up which 
never becomes transferable. No physician can possibly record all of the 
mental images which are aroused in his mind by his contact with a patient. 
At best he can but make sketchy memoranda which at the next meeting 
will conjure up the line of thought which he was pursuing at the last 
session. To another his memoranda may mean little. His notes on the 
progress of his case cannot always convey from his mind to that of 
another physician the clues to diagnosis and treatment which are so im- 
portant and without which the second physician may fail in his efforts 
with that particular patient. 

The importance of the personal relationship element is illustrated by the 
life of Sir James Mackenzie who became a great heart specialist because 
as general practitioner and family friend in a smaller community he was 
able to study the life histories of diseases. He officiated at the birth of 
many of his patients; he saw them with their first attacks of tonsillitis ; 
he treated them in their childhood attacks of rheumatic fever; he nursed 
them through their earliest periods of decompensation and watched these 
manifestations increase in frequency and severity as the patients grew 
older. He saw them finally as hopeless invalids from cardiac disease and 
he gave them their last medical attentions when they were about to die. 
From his rural community he migrated to a great city where he was her- 
alded as the greatest heart specialist of his time. Patients in all stages of 
heart disease consulted him, but he soon learned that he was studying 
only cross section pictures of these cases, so he returned to his rural com- 
munity where his prolonged personal relationships with patients would 
again permit him to study the entire picture of the diseases which in- 
terested him. He felt that thorough knowledge of all of the manifesta- 
tions of disease could be acquired in no other way. He also realized that 
accurate diagnosis sometimes depends upon careful observation of the 
evolution of symptoms over periods of months or even years, and that 
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proper and helpful observations cannot be made if the patient is shifted 
around from one physician to another at frequent intervals. 


cv OsviousLy the progress of medicine to a certain extent is bound up 

irrevocably with the personal relationship element, but this also has 
its complications. For years all of the forces of organized medicine have 
been battling to remove the cloak which has obscured relationships between 
doctors and patients. They have been trying to bring the practice of 
medicine out into the open where the professional competence of physi- 
cians may be judged by their confréres. To accomplish these things 
many instrumentalities for measuring the abilities of physicians have been 
developed, such as the monthly hospital staff conference, the clinical 
pathological conference, the autopsy, the examination of surgical tissues 
by competent pathologists, and proper medical records. Medicine itself 
has recognized the weaknesses inherent in an unsupervised professional 
relationship, but to combat these weaknesses it has had to rely largely upon 
the restraining influences of the well organized hospitals which medicine 
has helped to create. 

If 85 per cent of the illnesses which come to the attention of the general 
practitioner can be treated by him in his own office, the professional rela- 
tionship will be supervised only with great difficulty. The differences in 
the human equation must be reckoned with. Perhaps in the medical pro- 
fession these differences can be minimized through the influence of hos- 
pitals, which are without doubt the most potent factor of the day in raising 
the standards of medical practice. We know that good hospital connec- 
tions are invaluable to the physician who would improve himself profes- 
sionally, for they furnish him with a stimulating professional environ- 
ment which keeps him on his toes and helps him to avoid becoming care- 
less, superficial, and slovenly in his work. He knows that his efforts in the 
hospital will be subjected to constant appraisal and review and as a result 
he will do better work, not only in the hospital but also outside it. If his 
competitors do not keep abreast of his progress, they will suffer loss of 
prestige, hence they are in turn stimulated to greater effort. ‘hus hos- 
pitals have come to be looked upon as pacemakers which help to determine 
the general level of medical practice in their respective communities. 

There is still another point to consider. The large medical center plan 


‘ 


of medical service has been characterized as “far-fetched and visionary,” 
but, as a matter of fact, isn’t it true that a vast majority of our physi- 
cians of tomorrow are being trained in such centers today? Will they 
not be better attuned to the methods of the large medical center than they 
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are to the role of general practitioner, if all of their undergraduate medi- 
cal instruction is obtained in a medical center environment ? 

If we are going to emphasize the place of the general practitioner in the 
medical picture, we should train men to fit into this particular conception 
of medical practice and not force them to learn one type of medicine and 
practice another. 

In this discussion I have attempted to bring out the probable historical 
significance of the era in which we are now living and have described 
it as a great transition period in which the fundamental struggle is between 
the forces of individualism and collectivism. I have pointed out that the 
field of medicine is not free from the influence of this struggle. We find 
on the one hand those who would assemble the medical talent of the 
nation in great medical centers and on the other hand those who would 
stress the necessity of an individualistic type of medical service. I have 
tried to show in a limited way the advantages and disadvantages of both 
types. I believe that somewhere between these two extremes there is 
a meeting ground where much of our work may be done, but from this 
meeting ground there must be paths leading to both extremes. Neither 
group medicine nor personal medicine is a complete answer to all of the 
problems of health. Both are essential, the former for the more mechani- 
cal and perhaps some of the managerial details, the latter for the correla- 
tion and interpretation of the patient’s reactions both mental and physical. 
No one denies that there are defects in the present methods of medical 
practice in this country, but as the Commission on Medical Education has 
pointed out, there are also certain fundamental advantages which should 
be retained. “The solution of the problem is not the immediate destruction 
of the present system and the substitution of a paternalistic plan ill adapted 
to the philosophy of American life, but rather the evolution of a pattern” 
which will embrace the desirable features of both of the plans which have 
been set forth. Whether we care to admit it or not, we have been work- 
ing toward a compromise between the forces of group medicine and 
personal medicine ever since the first hospital was organized centuries 
ago. The process has been one of gradual evolution, but of late the mo- 
mentum of the process has been greatly accelerated. I can’t help feeling 
that our alarm over the future of medicine has been precipitated by the 
changed momentum rather than by the process itself. 

In its final analysis of the medical picture, the Committee on the Costs 
of Medical Care really finds only two things wrong—distribution of costs 
and distribution of service, and it is to the correction of these defects that 
the hospitals of the future must lend their efforts. When remedies for 
these two faults in social organization are provided, the other details will 
take care of themselves. We may approach the problem of cost distribu- 
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tion by lowering unit costs of service through proper assembling of 
patients, workers, and facilities, or by increasing the ability of the bene- 
ficiaries of medical service to pay through some form of insurance, or 
both. Faults in the distribution of service may be corrected through pro- 
hibiting the extension of services where it can be shown that such exten- 
sion is not needed, by contracting over-supply of service where such 
conditions exist, and by extending services to communities and people that 
are now under-serviced, 





A Court Decision in New Mexico 

An interesting court decision affecting hospitals was announced in the 
courts of New Mexico in the case of Dr. C. S. Stone vs. Black, Sivalls, 
and Bryson. In this case one J. T. Stephens was injured on the defend- 
ants’ premises when a pile of sheets of galvanized iron fell upon him, 
necessitating the amputation of one of his legs. 

The defendants carried workmen’s compensation insurance, which under 
the laws of New Mexico has a limitation of $350 for medical and hospital 
costs. The defendants telegraphed and wrote Dr. Stone to extend services 
and attendance to the injured employee as was necessary, but when the 
bill for hospital, surgical, and nursing care was presented in the sum of 
$550, the defendants pled the limitation of $350 for medical and hospital 
costs. . 

Dr. Stone and the hospital sued, under claim of the instructions given 
by telegram and letter, for the full amount of the bill and the Court sus- 
tained the claim and rendered judgment in that amount. 

The decision is interesting in the fact that where the hospital has the 
written or telegraphed authority to render the necessary attention to the 
patient, the Court owns it is entitled to collect the full amount of the fee 
regardless of the limitation imposed by the workmen’s compensation law. 


[65] 








What the Hospital Trustee Should Know 


JOHN A. McNAMARA 
New York City 


NE OF THE PRIVILEGES that is not given to every man but which 
is highly prized no matter how impossible of attainment is the 
appointment as a member of the board of trustees of some 

reputable hospital. It is a privilege, an honor, and a grave responsibility 
calling for concentrated study of existing problems, much valuable time, 
and perhaps some worries regarding the sick of the community. Any 
person who accepts such an appointment with the feeling that it will en- 
hance his social prestige, add to his business potentialities, or bring him 
into prominence is due for a rude awakening, for he will find that it will 
take time away from his business, that there is always the danger of the 
prominence attained being less desirable than he imagined, and that if he 
is the proper kind of trustee the added responsibility will be much more 
onerous than he expected. 

But there are compensations that go with the position that no amount 
of money could buy, a joy of achievement that is beyond description, and 
a sense of satisfaction that comes only to those who have learned the secret 
of doing for others. 

The qualifications of the board members are indeed varied. One does 
not have to be rich, one does not have to be prominent, nor does one have to 
be a doctor of philosophy in order that he may serve ably as a board mem- 
ber. He does not need to be a lawyer, nor a financier, nor a business man, 
although, wisely, most boards include at least one of each of these classi- 
fications. The prime requisites are intelligence, common sense, the ability 
to work as a member of a team, sympathy for medical problems, and a 
thorough understanding of his institution to the same degree that a director 
of any business concern, bank, or board of education must know of. his. 
In other words, there is very little difference between the proper function- 
ing of a board of directors of a corporation and a board of trustees of a 
hospital. Neither one of them actually administers the business, but in- 
trusts it to the duly appointed administrators, who, in the case of the hos- 
pitals, are the superintendents. 

The board of trustees of the hospital is purely and solely a policy-mak- 
ing body and the closer it sticks to that principle the better the institution 
will be run. The moment that either the board as a whole, or a majority 
of its members, forgets this axiom, chaos follows just as surely as night 
follows day. I have observed hospitals in all parts of the country, and 
have given more than casual interest to their administrative set-up, and 
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have found that the successful hospitals—the ones that are having the least 





trouble at the present time—are governed by non-political, non-interfering 
boards of trustees who have had the forethought to engage as their admin- 
istrative officers competent, well paid superintendents, and then have let 
these executives work out to a successful conclusion the problems as they 
arise. The trustee must take an active interest in every phase of hospital- 
ization and changing times, and must watch the financial status of the 
institution, but he must refrain from meddlesome interference. 

I hope I have not put this too strongly or too bluntly, but I know no 
other word that describes the machinations of the indifferent trustee as 
well. Trustees who persist in talking with staff members or department 
heads about administrative problems, those who feel called upon to 
straighten out each complaint that comes to their attention, or who insist 
upon dictating single-handed what shall be done, are defeating the very 
aims of any organization and are an actual menace to the satisfactory 
operation of the hospital and its value to the community. 


ow I SHALL Not attempt to go into the whole matter of hospitalization 

but I would like to bring to the attention of both trustees and 
administrators some of the conditions that hospitals are facing today. It 
is a fact that hospitals in every part of the United States have weathered 
the storm that we have just gone through better than any other class of 
business. It is true that they have been called upon for more free work 
than ever before, but it is equally true that in most cases the hospital ad- 
ministrator has been able to meet his emergency with more stamina and 
more real economic ability than, for instance, the banker or the retail 
merchant. . 

Now we are on the threshold of an entirely new method of dealing with 
hospital problems. As I see it, there are five forces at work that will be 
of distinct benefit to the hospitals of the country but must be well con- 
sidered and prepared for before any actual plans are begun. 

First, the President of the United States has taken definite action re- 
garding the hospitalization of veterans. Only last year every indication 
pointed to an increase in the government’s participation in the hospitali- 
zation of World War veterans irrespective of whether the injury or illness 
was contracted during the war or as a result of the war. Now, under 
the leadership of Franklin Roosevelt this danger has been removed and 
veterans will be admitted to hospitals only in emergency cases, and there 
is every possibility that non-service-connected disabilities will not be treated 
in Veterans Bureau hospitals in the very near future. This will mean 
that other hospitals will have to take care of an additional number of 
patients, some of them able to pay for their care, while others will not be 
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able to pay. This is one of the first problems that thoughtful superinten- 
dents are presenting to their boards of trustees for consideration. 

The second important factor that hospitals must consider is what has 
been variously termed “periodic payment” and “group hospitalization.” 
This is the method whereby employed groups by the payment of small 
monthly amounts may be assured of hospitalization up to twenty-one days 
in any one year, with various other expenses such as operating room fee, 
anesthesia, usual medications, floor nursing care, and x-ray also taken 
care of. 

At the 127th annual meeting of the Medical Society of the State of New 
York, held in New York City on April 3 and 4, this form of protection 
for people of moderate means was approved. It was stated in the resolu- 
tion that “All reputable hospitals and some proprietary hospitals should 
be entitled to participate in this plan.” It warns, however, that (I quote 
from the resolution) ‘except in emergency cases all admissions of patients 
must be made through the patient’s personal physician. Certificates of 
membership issued to subscribers shall state specifically that the service 
does not cover the fee of the patient’s physician.” 

This principle has also been approved by the American Hospital Asso- 
ciation through its Council on Community Relations, which is headed by 
the eminent Dr. S. S. Goldwater of New York City. Many communities 
are studying the plan, and it is strongly recommended that hospitals in 
every community get together and work out a local plan that will fit into 
the recommendations of both the American Hospital Association and the 
Medical Society of the State of New York. 

The results of such a plan well worked out will be that these workers 
will receive better care for less money, that the hospital will receive pay- 
ment for accommodations that heretofore have had to be counted as free 
work, and that the physician treating the patient will in all probability 
receive his fees sooner because the patient’s hospital obligations are out of 
the way. If there are any superintendents or trustees who have not seen 
this report of the American Hospital Association’s Council, it may be 
obtained by writing to Dr. Bert Caldwell, executive secretary of the Asso- 
ciation. 


oo THE THIRD factor that must be considered at the present time is the 

trend in some parts of the country toward the utilization of existing 
space in hospitals for doctors’ offices, drugstores, greater laboratory and 
x-ray facilities, and other services. We find a great divergence of opinion 
regarding the inclusion of a commercial drugstore or other enterprise in the 
hospital, yet it is a fact that they are included in some of the best hos- 
pitals of the country. Lakeside in Cleveland has a gift shop, a barber 
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shop, and other shops facing into the lobby of the hospital for the accom- 
modation of patients, personnel, and visitors. The Toronto General Hos- 
pital has a flower shop in the lobby that nets the institution about $300 
a month profit; the Chicago Lying-in Hospital lets its Women’s Board 
sell layettes, baby books, and other things that appeal to the mother of 
the newborn baby; the drugstore-giftshop in the Methodist Hospital of 
Indianapolis nets that institution about $80 a day and furnishes an excel- 
lent service to visitors and patients. 

Down in Memphis, Tennessee, the Baptist Hospital has a ten-story 
building in which are housed five floors of physicians’ offices, four floors 
of private rooms, and the ground floor is given over to a drugstore, a 
restaurant, and a surgical supply house, and it is their claim that the 
revenue from this building has enabled the hospital to reduce its charges 
to patients by a dollar a day, besides doing about 25 per cent free work 
for the community. 

Some hospitals have made a special effort to increase the work done by 
the hospital laboratory by taking in work from the physicians whose offices 
are downtown. Other hospitals in various parts of the country are con- 
sidering the possibility of having the offices of the members of their staffs 
in the hospital itself. All of these progressive ideas must be made to fit 
the community and the city, and each hospital has a problem of its own. 
The whole subject is worthy of closer study. It must be remembered that 
the first consideration must be the patient and his interest, rather than pos- 
sible profits. 

Another factor that is working to the benefit of the reputable hospitals 
of the community is the elimination of small, privately owned institutions 
which have not been able to stand up during this financial storm. Many 
of them never should have opened, but often disgruntled staff members, 
some with real and some with fancied grievances, convinced that there 
was money to be made in the hospital business, have embarked upon that 
enterprise. Even in good times they did not have a place in the com- 
munity, and so now we find them closed. By their misfortunes the 
good hospitals may profit. I hope that the example set by these hospitals 
will be heeded by others, and that the value of good financing, strong ad- 
ministration, and capable management will be evidenced. 


ow = THE LAST point that I wish to raise is the addition of services that 

might well be considered by hospitals and their boards. Many good 

hospitals have found that it has been necessary to close either whole 

floors or portions of them. Would it not be possible to devise means, 

and at very little expense, to convert floors that are vacant into ac- 

commodations for some types of tuberculosis cases? The average tuber- 
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culous patient needs, primarily, good nursing care, rest, food, and fresh 
air, and it is generally recognized that these may be obtained anywhere. 
Advanced cases most certainly cannot be taken, but mild cases could be 
treated satisfactorily and for a very reasonable figure. Again, this would 
be a marvelous service to the people of this country who have not the 
means to send their relatives to specialized tuberculosis hospitals in the 
Adirondacks or the Carolinas, or to New Mexico or Colorado. 

There are other types of special treatment cases that could also be housed 
in the general hospital without interfering with the regular care of the 
acutely ill. Convalescence can be accomplished as quickly, if the patient 
is put on one of the cheerful upper floors, as in the country, and a great 
deal could be said for many other services that might be considered. 

There is not much point in being a Pollyanna, but it seems to me that 
the times ahead for the hospitals of the United States are certainly inter- 
esting and probably brighter than they have been during the past three 
and a half years. We must remember that the World War dragged on 
disastrously for three and a half years before a change came for the better 
with the entrance of the American Forces, and that from that day untel 
the Armistice the morale of the Allied troops was considerably strength- 
ened, cessation of arms came almost unexpectedly, and the whole world 
entered into a new era. 

This economic war has been waging as long, with almost as disastrous 
effects. On March fourth new forces entered into the conflict and the 
courage and determination of everyone has been so strengthened that the 
first rays of a new sun can be seen coming over the eastern hilltop, and 
almost without our knowing it we will emerge from our night of dread 
and despair to enter upon a new day filled with peace and sunshine. 

Don’t oversleep. 
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Hospital Care in the Family Budget 


A Description of 


GROUP HOSPITALIZATION 
The Periodic Payment Plan for the Purchase of Hospital Care 


C. RUFUS ROREM, Ph.D., C.P.A. 


HE PUBLICATION and distribution of the pamphlet entitled The 

Periodic Payment Plan for the Purchase of Hospital Care by the 

Council on Community Relations and Administrative Practice of the 
American Hospital Association have given rise to many inquiries from 
hospital representatives and community groups in all parts of the United 
States. Communications to the offices of the American Hospital Associa- 
tion indicate that scores of communities and institutions have initiated or 
are contemplating group hospitalization plans. 

This article is based upon visits to, and correspondence and literature 
from, communities where group hospitalization plans are in effect. It is 
intended to answer certain broad questions about the nature and scope of 
periodic payment plans for hospital care ; also to provide a sound basis for 
instituting group hospitalization plans in a community. The content of 
this monograph has been developed from a series of more than sixty spe- 
cific questions and criticisms appearing in the published literature and cor- 
respondence concerning group hospitalization. 


GROUP HOSPITALIZATION DEFINED 


“Group hospitalization” is a plan by which large numbers of individuals 
make equal and regular payments into a common fund to be used for the 
purchase of hospital service to those who subscribe to the fund when such 
hospital service is necessary. The plan enables persons of limited means 
to place the costs of hospital care in the family budget, and hospital ser- 
vices are in this way listed among the regular costs of living, such as food, 
clothing, and shelter, or cosmetics, sweets, tobacco, and radios. Group 
hospitalization enables the subscriber to remove the uncertainty of the costs 
of the hospital services and to be assured that his annual costs of hospital 
care will be paid through an annual subscription. 

Group hospitalization is primarily a plan by which self-supporting per- 
sons budget their hospital bills and pay for them in full. Consequently the 
agreements should involve no element of either charity or profit. The 
hospitals should receive adequate payment for their services, and the sub- 
scribers should pay the full costs of the care the members receive. 

In this respect the group hospitalization idea differs sharply from the 
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semi-charity plans in England known as “contributory schemes.” In the 
contributory schemes, the contributors pay very low annual amounts which 
are intended to provide only a part of the costs of giving necessary care 
to contributors. The membership in the “contributory schemes” is limited 
to persons of very low incomes, and private physicians are expected to 
serve the contributors without pay, both in the wards and in the out-patient 
departments. In America, however, as will be developed later, group 
hospitalization is for persons who desire no “charity” in the payment of 
hospital bills, and who wish to engage physicians of their choice at the 
time of illness. 

The subscriber receives certain specified types of hospital service rather 
than money at the time of his illness. The maximum amounts and kinds 
of service are definitely stated in the agreements between subscribers and 
the hospitals participating in the plans. The participating hospitals agree 
to provide the designated services to subscribers needing hospitalization, 
and to rely for payment upon the monthly or annual subscriptions. The 
central fund is used to reimburse the participating hospitals at rates suffi- 
cient to cover approximately the costs of the service rendered. Usually 
the annual rates range from $6 to $12 per subscriber. The benefits include 
in-patient service, such as board and room, operating room, laboratory, 
x-ray, during a period of time with a maximum period of from fifteen to 
thirty days, varying according to the agreements established. 

Group hospitalization plans are to be contrasted with individual instal- 
ment purchase plans, so commonly used in the payment for radios, automo- 
biles, or furniture. In the individual instalment payment for medical care, 
the patient pays nothing if no care is required; he individually pays (or 
attempts to pay) the entire bill in case of illness. In group hospitalization, 
each subscriber pays a regular amount into a common fund regardless of 
the need for care to himself. He pays no more, and no less, if he is 
hospitalized, for heavy individual costs are absorbed by the fund which is 
accumulated through a multitude of small payments by individual sub- 
scribers. 

Group hospitalization plans, as outlined by the Council on Community 
Relations and Administrative Practice of the American Hospital Associa- 
tion, do not include the fees of physicians, although there are various types 
of group-payment plans in the country in which the services of medical 
practitioners as well as of hospitals are included among the benefits. 


GROUP HOSPITALIZATION PLANS IN THE UNITED STATES 


There are at the present time at least twenty towns and cities in the 
United States in which group hospitalization plans have been developed, 
with approximately sixty participating hospitals. These cities include 
Dallas, San Antonio, Houston, Fort Worth, Shreveport, New Orleans, 
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Wichita, Kansas City, Missouri, Denver, Pueblo, Newark, Grinnell, lowa, 
Rockford, Illinois, Brattleboro, Vermont, and Charleston, West Virginia. 
These cities do not include the numerous communities in which industrial 
medical services or contract practice has developed for physicians’ services 
only or for medical and hospital services combined. Among the cities 
where group hospitalization plans are actively under discussion by com- 
munity groups are Los Angeles, San Francisco, Minneapolis, St. Paul, Chi- 
cago, Evansville, Indianapolis, Cleveland, Akron, Youngstown, Cincinnati, 
Rochester, New York, New York City, Boston, Washington, D. C., and 
Durham, North Carolina. 

All group hospitalization plans are fundamentally similar in that a 
number of subscribers make equal periodic payments into a common fund, 
which is used to purchase certain types of hospital care in one or more 
institutions. In detail, however, no two group hospitalization plans are 
alike. They differ in such details as the number of participating hos- 
pitals, the methods of promotion and administration, the annual dues, the 
enrollment of individuals as well as groups, the inclusion of “dependents” 
as subscribers, the amounts and types of hospital services rendered, the 
types of diseases or conditions accepted. 

CITY-WIDE VERSUS SINGLE-HOSPITAL PLANS 

The existing group hospitalization plans may be sharply divided as to 
whether they include several or merely one participating hospital. The 
term “city-wide” is used here to designate those plans in which the sub- 
scriber has a choice of several hospitals at the time of illness, even though 
all institutions in the community may not participate in the plan. Plans 
of this type have been in operation for some time in San Antonio and 
Houston, Texas, Sacramento, California, and Newark, New Jersey, each 
of which has several thousand subscribers enrolled. City-wide plans have 
recently been established in several other cities. In these plans the par- 
ticipating hospitals act jointly in their financial relations with subscribers, 
and they are remunerated in proportion to the amount of service rendered 
to subscribers requiring hospital care. 

A “single-hospital” plan is one by which the subscriber designates at 
the time of his enrollment a specific hospital in which he must be cared 
for under the agreement, except for temporary service during an emer- 
gency. The best known and largest example of group hospitalization in 
the United States was instituted as a single-hospital plan by the Baylor 
University Hospital in Dallas, Texas, in 1930, which by the spring of 
1933 had more than eight thousand subscribers. In the same city the 
Methodist Hospital later enrolled nearly seven thousand subscribers and 
during the autumn of 1932 St. Paul’s Hospital began to accept subscribers 
with the result that fifteen hundred members were soon enrolled. Still 
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more recently hospital care was offered. on the periodic payment basis by 
the Rushing Clinic and Sanitarium of Dallas. In New Orleans, the Touro 
Infirmary and the Flint-Goodridge Hospital have established several single- 
hospital agreements with groups of employed persons, although a city-wide 
plan is now in contemplation. Other single hospital plans which have 
enrolled from several hundred to several thousand subscribers are the 
Wesley Hospital, Wichita, Kansas, two separate hospitals in Shreveport, 
Louisiana, four separate hospitals in Louisville, Kentucky, the Research 
Hospital, Kansas City, Missouri, Presbyterian Hospital, Denver, Colorado, 
Parkview Hospital, Pueblo, Colorado, California Hospital, Los Angeles, 
California, San Jose Hospital, San Jose, California, Hahnemann Hospital, 
Worcester, Massachusetts, and Hahnemann Hospital, Philadelphia, Penn- 
sylvania. The last mentioned institution has discontinued its plan because 
of opposition by the local medical society. In a number of the cities men- 
tioned, some moves have been made to merge the single-hospital plans into 
city-wide plans. 

Special mention should be made of two single-hospital plans of more 
than ten years’ standing conducted in connection with the Community 
Hospital of Grinnell, Iowa, and the Brattleboro Memorial Hospital of 
Brattleboro, Vermont. Each of these cities has a population of approxi- 
mately six thousand inhabitants, and although no aggressive action has 
been undertaken to enroll subscribers, each institution serves about five 
hundred persons on a fixed periodic payment basis. In Brattleboro, the 
Memorial Hospital is the only hospital in the community; in Grinnell, 
however, there is another institution in the city conducted under church 
auspices. 


In some communities, there may be only one hospital available for ser- 
vice to the general public, with the result that a single-hospital plan would 
also be city-wide. In other areas, the urban areas may be so closely inter- 
related that two cities might join in the promotion of group hospitalization. 
Such has been the case where all the hospitals of Essex County, New 
Jersey, have joined in a plan, which serves several municipalities. The 
superior California Hospital Association provides benefits in either Sacra- 
mento or Woodland. The contemplated city-wide plans of New York City, 
Boston, and Cleveland propose to offer service in any hospital of standing 
in the metropolitan areas, including all suburbs from which subscribers 
“commute.” If group hospitalization plans are introduced in the “bay 
district” of California, it is probable that subscribers who enroll as em- 
ployees in any of the separate cities may receive their benefits in hospitals 
of their choice in San Francisco, Oakland, Berkeley, or Palo Alto. 

Group hospitalization should, in so far as possible, include all hospitals 
of standing in each community. The primary purpose of group hospitali- 
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zation is to serve the public rather than to finance the hospitals, although 
the two objectives may be served at the same time. From the patient’s 
point of view it is preferable to be permitted selection of a hospital when 
care is needed rather than at the time of enrollment. It is not always 
possible to predict the hospital most appropriate for care. To restrict a 
subscriber’s choice may interfere unduly with his choice of physician and 
the quality of the care which he will receive. From the point of view of 
the hospital the introduction of a group hospitalization plan by one insti- 
tution involves competition with others. Some single-hospital plans are 
bitterly opposed by the administrators and trustees of other institutions 
in their communities, also by individual physicians who are not on the staff 
of, or who seldom use, the institution having a group hospitalization plan. 

From the public’s point of view, a single-hospital plan has the appear- 
ance of a special scheme for financing one institution rather than a genuine 
public service. A single-hospital plan in a Western city has received no 
publicity from the leading newspaper of the community, although the hos- 
pital is conducted on an open staff basis and the personnel and facilities 
of the institution are above professional criticism. The editor of the news- 
paper regards the group hospitalization plan as primarily a scheme to 
finance a particular institution and holds that such publicity would assist 
this hospital in its competition with other institutions in the same commu- 
nity. Where all hospitals participate in the plan publicity can be pre- 
sented in the local press without adversely affecting any of the participating 
institutions. The community and the public press should regard group 
drives” by a community 
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hospitalization plans as public ventures, similar to 
chest, or campaigns to raise capital funds for hospitals. 
SPONSORSHIP AND CONTROL 


Hospitals or communities contemplating group hospitalization should 
give careful thought to the immediate and long run problems to be solved. 
Every plan should be economically sound with regard to benefits, eligibil- 
ity of subscribers, accumulation of reserves, and so on. During the experi- 
mental stage of any plan, the provisions should be subject to change on 
reasonable notice in order that both subscribers and hospitals may be 
protected from conditions which would be detrimental in the long run. 
In any community, the best possible method and experience should be 
utilized in outlining a plan, including the counsel of hospital superintend- 
ents, trustees, physicians, nurses, industrialists, insurance men, lawyers, 
social workers, etc. 

The first move in any community may be made by industrial leaders, 
employees’ associations, or civic groups, hospital superintendents or trus- 
tees, or physicians or medical societies. The ultimate sponsorship should 
be on a non-profit basis, either through an existing association such as a 
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hospital, professional group, or civic body, or through a special association 
organized for the purpose of presenting the benefits of group hospitaliza- 
tion to the community. Group hospital care plans should be introduced 
in a dignified manner in keeping with the traditions and professional ideals 
of hospital service. Publicity should be directed to the plan itself rather 
than to participating hospitals. 

The city-wide plan at Newark, New Jersey is sponsored and controlled 
by the Associated Hospitals of Essex County, Inc., organized not for 
profit, which is composed of representatives of seventeen hospitals, all 
members of the Hospital Council of Essex County, New Jersey. The 
hospital representatives include a number of physicians active in the county 
medical society, but participation by the society has been of an advisory 
and consultative rather than administrative nature. In St. Paul, Minne- 
sota, representatives of eight hospitals have united to form the Hospital 
Service Association, and in Charleston, West Virginia, a similar non- 
profit association known as Hospital Service, Inc., has been organized by 
seven hospital representatives. 

In Sacramento, California, the Superior California Hospital Association 
includes in its executive committee a representative of each participating 
hospital as well as official representatives of the local medical society, dental 
society, and nurses’ association. In Los Angeles it is contemplated that 
the trustees of the group hospital care association will include official rep- 
resentatives from the best medical society, as well as the general public, in 
addition to the participating hospitals. A proposed group hospital plan in 
Boston will have as its governing body three representatives from each 
“member hospital,’ the superintendent, a trustee, and the chief of the 
medical staff. Regardless of the method used, the group hospitalization 
plans should represent the joint interests of hospitals, public, and profes- 
sions. 

In San Antonio and Houston the groups of six and five participating 
hospitals, respectively, are not united into legal entities. They associate 
themselves informally for purposes of participating in a group hospitali- 
zation plan sponsored and controlled by a corporation organized for profit, 
which pays into a special fund a definite proportion of all subscriptions. 
From this special fund, which is the property of the hospitals, the agency 
pays each participating hospital for services rendered, the reserve accumu- 
lating for the benefit of the hospitals and being distributable during periods 
of increased hospitalization, as in epidemics. 

In the single-hospital plans the sponsorship and control must rest with 
one institution, in which case the group hospitalization idea is closely iden- 
tified with the hospital itself. Such is the case with the Baylor Hospital 
in Dallas and the Research Hospital in Kansas City, each of which directs 


[76] 





! 
x 
q 
i 
: 
; 
; 
i 








casera 





July, 1933 C. RUFUS ROREM, Ph.D. 


the plan through its superintendent, who issues descriptive literature, 
supervises the field representatives, and controls the necessary bookkeep- 
ing and statistical procedures. The Methodist and St. Paul’s hospitals in 
Dallas, on the other hand, place the promotion and administrative details 
in the hands of a separate private agency, which receives subscriptions 
from members and pays them to the hospital with which the subscribers 
are enrolled, less an agreed proportion retained by the agency for its 
services. 

A special type of group hospitalization sponsorship is that by which the 
employees of a single organization form their own group. This group or 
association establishes contracts with one or more local hospitals, which 
agree to serve members at a uniform rate per day of care, such as $5, or 
at an agreed rate per subscriber per month. Contracts of this kind cover- 
ing both medical and hospital care are numerous in the United States and 
are often referred to as industrial medical service or contract practice. 
The Goodyear Hospital Association of Akron, Ohio, however, is organized 
to provide hospital care only. Employees contribute to this association 
through payroll deductions, the common fund being used to purchase hos- 
pital care for the employed subscribers in any local reputable hospital. 
This plan, which includes more than twelve thousand employees of the 
Goodyear Tire and Rubber Company, has been in successful operation for 
several years, with the result that a reserve has accumulated sufficient to 
justify a reduction of subscription rates in 1933. The overhead costs of 
this plan are, of course, very low; in fact, the number of subscribers from 
this one concern is greater than the entire present enrollment in most 
city-wide plans. 

A somewhat different type of hospital care association is that by which a 
civic or professional group takes the leadership in sponsoring the plan. 
For example in a small city in New York State, with only one hospital, 
there is an association known as the Hospital Auxiliary which represents 
a score of civic groups in the community. The members have for some 
years contributed $1 annually for support of the hospital, and it has been 
proposed that membership privileges be expanded to include hospital care, 
through an increase of the annual or monthly dues. In California, the 
Public Relations Committee of the California Medical Association has 
recommended that local medical societies sponsor and control group hos- 
pitalization plans, with the advice and codperation of hospital executives 
and trustees. Up to the present time no society has actually instituted such 
a plan, but such arrangements are under discussion in several places. 


No individual or group of persons should be allowed to enjoy any profit 
or financial gain from the group hospitalization plan other than reasonable 
compensation for services actually rendered. After reasonable remunera- 
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tion has been made to participating hospitals, and to individuals or agencies 
rendering professional services, financial benefits from the operation of the 
plan should accrue to the subscribers. The benefits may be applied either 
by reduction of subscriptions or by increase in hospital benefits. 


SUBSCRIPTION RATES AND REGISTRATION FEES 


The annual subscription rates vary greatly for the different group hos- 
pitalization plans in effect or in contemplation. The Baylor University 
Hospital of Dallas charges $6 for certain groups. A proposed rate of 
$7.20 is being considered in a city-wide plan in Ohio. Several plans pro- 
vide or contemplate an annual fee of $9. A number of plans have been 
established at annual subscriptions of $10 per year or 85 cents per month, 
one will be established at 90 cents, while a few have set a charge of $1 
per month. One of the newly formed groups has introduced a monthly 
fee of $1.35 for subscribers who are eligible to receive “private room” 
care, 

In addition to the monthly or annual subscription rates, some of the 
plans require a “registration” fee, payable only at the time of enrollment. 
These registration fees vary from $1 to $3 and are usually reduced or 
waived entirely when subscribers enroll in groups. The $1 application 
fee charged to individual subscribers in The Superior California Hospital 
Association suffices for his entire family. Likewise only $1 is charged as 
the application fee for a group of subscribers, regardless of their number. 
Hospital Service, Inc., Charleston, West Virginia charges a registration 
fee of $3 per individual subscriber, and $1 each for persons enrolling as 
members of groups. The subscriber’s individual registration fee serves 
for all his enrolled dependents and family members. 

The various subscription rates tend to reflect variations in the general 
hospital costs of the respective communities, as well as the scope and char- 
acter of the services offered. To a great extent they are also influenced 
by the method of enrolling subscribers. For example, the “high rate” 
plans usually permit the enrollment of individual subscribers. The ade- 
quacy of the subscription rate or registration fee of one plan cannot be 
contrasted with that of another, except by taking into account the form 
of organization, the type of room accommodations and special services 
offered, the types of medical cases accepted, and the classes of persons 
enrolled. 

As far as the patient is concerned, the entire dues are paid for hospital- 
ization protection or service. From the hospital’s point of view, however, 
the important feature is the amount distributable among the participating 
hospitals. Even in group hospitalization plans promoted through salaried 


employees, it is customary to “earmark” only a stated proportion of the 
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total receipts for use in remunerating hospitals. For example, in one plan 
which charges the subscriber a $1 application fee plus a monthly fee of 
$1, only 60 cents per month is definitely placed in a fund for the remunera- 
tion of the three participating hospitals. The registration fee plus 40 
cents per month is applied temporarily to promotion and administration. 
When the costs for promotion and administration decrease, the proportion 
distributable among the hospitals is to be increased. 

It is not necessary that a uniform annual subscription rate be used for 
all groups of subscribers. There may be instances in which it would be 
desirable for substantial discounts to be given to certain groups of sub- 
scribers who enroll in large numbers, thus avoiding the necessity of de- 


tailed bookkeeping, as well as the expense of soliciting the members for 


renewal from year to year. The risk involved in accepting groups where 
a high percentage of the number is enrolled is obviously less than when 
only a few self-appointed members of a group decide to subscribe. As 
an illustration of discounts based on size of groups, a plan may have a 
basic rate of $10 a year for groups of ten or more. A subscription rate 
of $9 might be given, provided groups of employees enroll 75 per cent 
of their total number. Subscriptions might even be sold for as low as 
$8 or $7 per year, if over 95 per cent were to enroll, or if the enrolled 
group itself was large—for example, one or two thousand persons. From 
the standpoint of the hospitals, the subscription should suffice to accumu- 
late sufficient funds to pay the costs incurred by the participating hospitals 
in rendering services to subscribers. The payments to hospitals should, 
therefore, be based on the estimated average costs for the units of service 
rendered, such as “days of care.” 


Some group hospitalization plans offer two “grades” of hospital benefits 
at different annual rates, the distinction being made in the type of room 
accommodations which the subscriber may receive without extra charge 
when hospitalized. For example, a rate of $8 may be charged to sub- 
scribers eligible for “ward” benefits, and $10 for those who are entitled to 
care in private or semi-private accommodations. All plans are arranged 
so that a subscriber may, if he wishes, be cared for in more expensive 
accommodations than are provided in the group hospitalization agreement. 
For example, if the hospital service benefits include semi-private accommo- 
dations, the subscriber desiring care in a private room, listed at $7 per 
day, may be granted a stated credit, such as $4 per day, and pay the bal- 
ance of $3 daily during his hospitalization. 

It is sometimes suggested that there be a maximum income limit for 
subscribers eligible to participate in a group hospitalization plan. There 
is, of course, no real reason for any such limitation. If a subscriber is 
willing to be satisfied with the benefits under the plan, he should not be 
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precluded from participation. If he has but limited means he will be pro- 
tected against an important emergency; if he possesses ample means he 
can purchase more luxurious accommodations by the time hospitalization 
is required. 


HOSPITAL SERVICE BENEFITS 


The types of hospital services included in the group hospitalization plans 
are not identical in any two agreements. All of them, however, provide 
“board and room,” that is, those hospital services provided without extra 
charge when the day-rate is paid for a “room” or “bed.” The maximum 
number of “days” of hospital care per subscriber is usually stated, in most 
cases twenty-one or thirty days in one fiscal year, and usually in “semi- 
private” accommodations. The total number of days of care may be 
received for several different illnesses, in case the subscriber is hospitalized 
more than once. 

The maximum of twenty-one days has proved sufficient to serve fully 
more than 90 per cent of the cases hospitalized. At the Baylor Hospital, 
for the first two years of group hospitalization, 444 cases were admitted for 
care of which only twenty-eight required services beyond the twenty-one 
day limit. The Superior California Hospital Association, as well as several 
other groups, also gives the patient protection for fourteen days, if neces- 
sary, because of absence from the county at the time of a sudden illness. 
In a few cases the maximum number of days allowed is progressive, being 
eighteen days the first year, twenty-one days the second year, and twenty- 
four days the third. From the patient’s point of view this progressive 
protection is an incentive to renew for benefits in each succeeding year. 
On the other hand, many subscribers may be more interested in immediate 
protection than in the possibility of increased maximum benefits in the 
future. 


It is not uncommon to offer the subscriber a designated discount, such 
as 15, 25, or 33% per cent, from the regular hospital rates for services 
received after the period covered by the contract, or for several services 
which are not included in the contract. Participating hospitals must con- 
sider the financial effects of these discounts when reckoning their services 
to subscribers. [rom a strictly economic point of view, most hospitals 
would probably recover the actual additional costs of taking care of sub- 
scribers, if they were to receive as much as three-fourths or even two- 
thirds of the regular rates charged for hospital services beyond twenty-one 
days, or outside the benefits provided in the agreement. Frequently a case 
which has been hospitalized for eighteen, twenty-one, or thirty days re- 
quires only routine care. The additional “costs” to the hospital of taking 
care of such a patient (if the alternative were to allow the beds to remain 
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empty) would probably be less than even the “discounted” amounts charge- 
able against the subscriber. 

In so far as practicable all routine hospital services should be included 
in group hospitalization benefits without extra charge, during the period of 
stay for which the patient is covered by the agreement. It is in the interest 
of the patient and of good professional service that special or additional 
charges for diagnostic and special services should be minimized. “Extra 
charges” for such items as the use of the operating room, the delivery 
room, routine medicines, and regular dressings would discourage pros- 
pective subscribers and would fail to provide protection of the patient 
against important items of cost. The same feature holds true with regard 
to such items as x-ray service, basal metabolism tests, and electrocardio- 
graph tracings. Usually the additional costs to the hospitals of providing 
these types of services is easily balanced by the increase of subscription 
rate which can be included when such protection is a regular part of the 
agreement with the subscriber. In the plan of the Associated Hospitals 
of Essex County, New Jersey, complete hospital service is provided, in- 
cluding x-ray care, basal metabolism tests, electrocardiography, and even 
physiotherapy. Special charges are made only for special duty nursing, 
fees to donors in blood transfusions, and certain expensive types of medi- 
cines such as insulin. 

Group hospitalization contracts which include complete hospital care of 
the patient are in the interest of an improved quality of professional 
service. There is the possibility of a physician’s ordering unnecessary, 
elaborate diagnostic services, but such has not been the general rule accord- 
ing to those administering group hospitalization plans. 

In some participating hospitals it is customary for anesthetic or roent- 
genological fees to be charged directly by the practitioner to the patient. 
In such cases, the hospitals have arranged to use a portion of the funds 
received from the group hospitalization plan to pay these fees directly to 
the practitioners according to schedules agreed upon by the professional 
groups. 

The terms of the contract do not usually provide for care of ambulatory 
cases, that is, diagnostic services for out-patient cases. In some instances, 
however, participating hospitals have agreed that subscribers to a group 
hospitalization plan may receive special services without actual hospital- 
ization such as the use of the x-ray department or the laboratory at a dis- 
count from the usual rates for these services. The inclusion of ambula- 
tory services at a discount—like the discounts to family members—does 
not affect the central fund collected from subscribers. The subscriber’s 
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certificate is merely evidence entitling him to a discount whenever he needs 
certain services from a participating hospital. 


DISEASES AND CONDITIONS TREATED 


The primary purpose of group hospitalization is to enable people of 
limited incomes to budget the costs of hospital care. This means that 
special coverage should be made for acute diseases and conditions requiring 
medical or surgical attention. Accordingly, some of the plans have excluded 
from the benefits all treatment of diseases or conditions which people of 
restricted incomes can receive free in public institutions, such as pulmonary 
tuberculosis, mental disease, and quarantinable disease. Likewise many 
of the plans have attempted to exclude treatment for cases of conditions 
existing at the time of enrollment, such as hernias, infected tonsils, or 
pregnancy. Some of them also have excluded certain diseases or injuries 
considered to be traceable to the subscriber’s negligence or wrong-doing, 
such as accidents during intoxication or violation of the law, attempted 
suicide, or venereal disease. 

With regard to the exclusion of benefits for cases of tuberculosis or 
mental, communicable, or venereal disease, the policy is to be justified 
rather on the basis of lack of facilities for treatment than the economic 
soundness of the plan. For this reason many of the group hospitalization 
contracts have provided for temporary treatment of such cases until a 
diagnosis is established or commitment to a government institution where 
free services may be obtained. The number of cases in these disease cate- 
gories is not so great or unpredictable as to require their exclusion. The 
exclusion of numerous types of unusual diseases and conditions tends to 
discourage subscribers or potential subscribers, even though they may not 
be economically important (on the average) to the group of subscribers 
or the hospitals. Consequently experience with group hospitalization plans 
has developed a tendency to liberalize the provisions as to diseases and 
conditions included in the contracts, particularly those developing after 
enrollment. 

With regard to diseases or conditions presumed or known to exist at 
the time of enrollment, it is necessary to have some means of avoiding 
“adverse selection” among the subscribers and to limit the number of 
persons who join the plan to receive immediate hospitalization. The 
adverse economic effects of treating these conditions may be handled in 
any of several ways: a physical examination of, or signed statement by, 
the applicant may be used as the basis for excluding treatment for certain 
types of cases; an additional charge may be made for such cases; a “wait- 
ing period” may be established during which certain types of cases will 
not be treated without extra charge. 


[82] 








July, 1933 C. RUFUS ROREM, Ph.D. 


The physical examination is effective, but expensive, and may not reveal 
certain types of chronic conditions unknown to the subscriber. The appli- 
cant’s statement is inexpensive, but is not reliable because of inability or 
unwillingness of the prospective subscriber always to tell the complete 
truth. In any case, these methods are applicable only to “individuals,” 
and are not readily adaptable to large groups of subscribers enrolling at 
one time. For plans which are limited to employed persons only, the eco- 
nomic protection of the participating hospitals from excluding certain in- 
cipient hospital cases would probably be more than offset by the feeling 
of “incomplete” protection to the actual or potential subscribers. In gen- 
eral, it is good “business” for the participating hospitals to recommend and 
follow a liberal policy on the admission and treatment of “doubtful” cases. 

The ‘“‘waiting period” appears to be the most practicable procedure for 
avoiding deliberate misuse of group hospitalization benefits, and has been 
adopted in several cases where individuals or family members are enrolled. 
For example, one contract requires a waiting period for “individuals” of 
twenty days for medical cases, six months for cases requiring surgery, and 
twelve months for obstetrical service, tonsillectomies, and herniotomies. 
‘accidents.” The “waiting period” applies 


There is no waiting period for 
only to services covered in the contract. The central fund is used to reim- 
burse the hospitals for the care of cases after the waiting period has 
expired. In this respect it differs from the “discount” provision, through 
which the participating hospitals agree to serve certain types of cases at 
reduced rates, without any remuneration from the group hospitalization 
fund. 

Among employed groups, particularly where large numbers or propor- 
tions are enrolled at one time, the waiting period would appear to offer 
but little economic protection to the hospitals and might result in loss of 
good will through misunderstandings among subscribers. In most in- 
stances the group hospitalization plans should attempt to give immediate 
protection, and if necessary they should have higher subscription rates to 
cover the expected higher rate of hospitalization. 


ADVANTAGES OF “EMPLOYED” SUBSCRIBERS 


Who is eligible for participation in group hospitalization plans? In 
general, every man, woman, and child should be permitted ultimately to 
enjoy the group hospitalization benefits. From the standpoint of econom- 
ical administration, however, there is an advantage in introducing the 
plan with subscriptions from persons who are employed and who enroll 
in groups rather than individually. 

As far as economic benefits to subscribers are concerned, it is more 
important to enroll the wage-earner than his dependents, for his illness 
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involves an interruption of income. Most heads of families, however, have 
a sentimental preference for enrolling their wives and children, on the 
grounds that the latter are more apt to need the service. In fact, the need 
for hospital care cannot be predicted by any person, either as to time, 
severity, or probable cost. 

The limitation of group hospitalization plans to employed persons has 
certain advantages. Employment is evidence of a reasonably good physical 
condition on the part of the subscriber, so that the probability of “adverse 
selection” among the general public is greatly reduced. Employment is 
also a safeguard against unnecessary hospitalization, because of the inter- 
ruption of a subscriber’s income during such absence, as well as the pos- 
sibility of his not being reemployed. Employment also simplifies the 
matter of collection of subscriptions through the use of the payroll “check- 
off” procedure. In addition the enrollment of employed persons identified 
with specified places of business gives prestige to a group hospitalization 
plan. 

In some plans a subscriber may enroll only after a stated period of 
employment, such as one, two, or six months. The object of this provision 
is to avoid abuse of the plan by individuals who seek temporary employ- 
ment solely for the purpose of obtaining hospital care. This safeguard is 
usually unnecessary, however, as an unemployed person can usually obtain 
“free” medical care more easily than he can secure employment with a 
firm whose employees are members of a plan. If the “unemployed” appli- 
cant were one who received his living from savings or investments he 
would hardly subject himself to a period of employment merely to avoid 
the payment of his hospital bill. In any event, a provision in the plan by 
which an employee or a subscriber must pay the remaining part of his 
twelve months’ dues upon admission for hospital service would tend to 
eliminate abuse of the plan by temporarily employed persons. 


GROUPS PREFERABLE TO INDIVIDUALS 


It is preferable to enroll subscribers as groups rather than as indi- 
viduals. In addition to “employee” groups, other groups for enrollment 
would be members of women’s clubs, lodges, workmen’s unions, churches, 
or professional associations. The ultimate subscription is paid by the 
individual, and the individual must receive the benefits. For this reason 
each plan must contemplate the enrollment of individual persons. Where 
possible, however, subscribers should be encouraged or compelled to enroll 
as groups, for such action makes it possible to provide benefits at lowered 
costs of administration. 

Subscriptions from ten or several hundred subscribers may be secured 
with approximately the same sales effort as would be required to enroll one 
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subscriber. Group enrollment, therefore, makes it possible not only to 
utilize the services of high grade sales personnel, but also to enroll a large 
number of persons with the minimum sales cost. Group memberships 
reduce the expenses for renewals and for the addition of persons who join 
the groups from month to month or year to year. 

The collection expense for groups of subscribers would be materially 
less than for separated individuals. As stated above, the payroll check-ott 
could be utilized for the collection of monthly or regular subscriptions from 
employee groups. Among other groups the subscription rate may be 
included in the monthly, semi-annual, or annual dues of the respective 
organizations. Among fraternal or social organizations volunteer workers 
or special committees may be used to advantage, small commissions being 
paid for the services of persons enrolling the subscribers as well as those 
making periodic collections. 

From the standpoint of office administration the receipt of funds from 
groups of subscribers obviously requires less routine bookkeeping than the 
entry and the issuance of receipts for large numbers of small subscriptions 
from separated individuals. There is also a feeling of solidarity which 
comes from group membership, for each subscriber knows when his fellow 
employee or club member is hospitalized under the plan. If the individual 
subscribers are unknown to each other, they cannot be aware that benefits 
are received daily by other subscribers to the group hospitalization plan. 
If individual subscribers are enrolled they may well be accepted only upon 
voluntary application and as a rule should pay higher subscription rates 
in fewer instalments. 

DEPENDENTS AND FAMILY MEMBERS 

None of the group hospitalization plans which are limited to employed 
persons or to groups of employed persons has up to the present time made 
provision for the inclusion of family members. However, in several other 
instances family members have been included on the same or on similar 
bases to those of the original or employed subscribers. For example, at 
Research Hospital in Kansas City members of the family may be enrolled 
at the same rate as is paid by the employed subscriber—$10 per year. 
The Greater Boston Hospitalization Association also contemplates the en- 
rollment of family members at the same rate as “subscribers.” 

The Superior California Hospital Association enrolls individual sub- 
scribers and allows members of the family to subscribe at reduced rates. 
The individual rate for subscribers is $12 per year or $3 per quarter in 
addition to $1 enrollment fee paid at the time of subscribing. This enroll- 
ment fee suffices for an entire family and additional members of the family 
are enrolled at a rate of $2.50 for the first member and $2.25 per quarter 
for the additional members. 
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In Charleston, West Virginia, the annual rate for individual subscribers 
is $1 per month, plus a registration fee of $3. “Associate members” (de- 
pendents and family members) may be enrolled at the greatly reduced rate 
of 40 cents per month for the “first” one, and 25 cents per month for each 
additional associate member. The maximum fees (dues) for any one 
family shall in no instance exceed $2.40 per month per subscriber. 

A number of city-wide and single-hospital plans include “discounts” to 
dependents and family members for all necessary hospital services during 
the subscriber’s enrollment. These discounts are not, of course, granted by 
the group hospitalization plan contract. They are granted by the par- 
ticipating hospitals as inducements for subscribers to enroll, and the “‘dis- 
counts” are not met from the central fund of accumulated subscriptions. 

In Little Rock, Arkansas, the Trinity Hospital, which offers a complete 
medical and hospital service, enrolls family members. The “first” family 
member is enrolled at the same rate as the original subscriber and additional 
family members at a reduced rate. There is a maximum annual fee of 
a stated amount regardless of the number of dependents in the family. In 
a comprehensive plan operated by the employees of the Standard Oil Com- 
pany of Louisiana, Baton Rouge, each employee pays an equal amount 
for medical service whether he is a single individual or the head of a 
large family. Family members and dependents are also entitled to med- 
ical care of the kind specified in the agreement as available to the sub- 
scriber. 

GROUP HOSPITALIZATION AND THE MEDICAL PROFESSION 

Group hospitalization plans, as approved by the Council on Community 
Relations and Administrative Practice of the American Hospital Associa- 
tion, cover hospital charges only. The arrangement of professional fees 
between physician and patient is not affected by the plan, which involves no, 
change in the relationship between physician and patient. , 

All of the group hospitalization plans in effect or in contemplation re- 
quire that the patient may be admitted only on the recommendation of a 
physician and must be cared for by a physician under the hospital rules 
governing professional services. A subscriber who has no 


‘ 


‘regular physi- 
cian” or “family doctor” must engage a physician before he is eligible 
for treatment under the plan. Neither the group hospitalization plan’s 
representatives nor the individual hospitals should attempt to influence the 
subscriber in his choice of a medical practitioner or a particular hospital at 
the time of illness. One privately owned hospital with a closed staff which 
recently introduced a group hospitalization plan changed its policy by 
opening the hospital to all reputable members of the medical profession 
in order that subscribers might have free choice of doctor when hospital- 
ization was required. . 
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Where a group hospitalization plan is introduced by several hospitals, 
it is not necessary for an individual hospital to change its established 
policies with reference to its medical staff, or the kind of medical classifi- 
cation of patients admitted. For example, if a hospital associated with a 
medical school were to participate, it is presumable that subscribers would 
be treated in such a hospital only when referred or attended by members 
of its staff, ie., the medical school faculty. If it was the subscriber’s 
wish to be attended by a different physician it might be necessary for him 
to accept hospitalization in a different institution. Participation in a group 
hospitalization plan does not require a university hospital, or one with a 
closed staff, to extend the privileges of medical attendance beyond the 
limits existing before the group hospitalization plan is put into effect. In 
metropolitan areas in the eastern part of the United States a large number 
of the best known hospitals have limited staffs. Hospitals of this type, 
participating in a group hospitalization plan, would continue to receive 
only patients of the attending or courtesy staffs of the institutions. In 
order to provide or to encourage free choice of physician it is desirable 
‘open” as well as “closed” hospitals be admitted to partici- 


that reputable 
pation in a city-wide plan. 

With regard to the medical classification of patients admitted, each hos- 
pital would continue to accept only those cases which are admitted under 
its present organization. Many hospitals do not accept patients with cer- 
tain conditions, such as mental disease, tuberculosis, or maternity cases. 
Likewise some hospitals avowedly are limited to women or to children 
only. Participating hospitals could, if they wished, continue to exert these 
same restrictions and to accept only subscribers within the categories per- 
mitted by the regular policies of the institution. 

Representatives of organized medical societies have, through their par- 
ticipation in group hospitalization plans, given their approval to the prin- 
ciple of placing hospital care in the family budget. The medical societies 
of the states of California and New York and the District of Columbia 
are among those who have officially endorsed group hospitalization. Lead- 
ers of the medical profession have publicly expressed their approval of the 
periodic payment plan, and the idea was explicitly recommended by the 
majority group of the recently disbanded Committee on the Costs of 
Medical Care. At the Baylor University Hospital, Dallas, Texas, the retir- 
ing president of the American Medical Association has been a member 
of the attending staff during the period when group hospitalization has 
been in operation. 

Group hospitalization plans should not lead hospitals to preémpt the 
field of medical practice or to enter into the practice of medicine in com- 
petition with the medical practitioners of the community. Where, how- 
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ever, groups of medical practitioners, through their local medical societies 
or otherwise, proceed to offer professional medical services on a group 
payment plan, such plans could appropriately develop side by side with 
group hospitalization plans. The subscribers would enroll separately for 
the benefits of each agreement. 

The medical practitioner serving hospital cases would gain financially 
from the enrollment of his patients in a group hospitalization plan. Sub- 
scribers of limited means, having no hospital bill to pay at the time of 
illness, would be able to pay reasonable fees to physicians and surgeons 
attending them. The experience of physicians in this regard has revealed 
many cases where subscribers have paid for professional services, whereas 
otherwise their resources would have been exhausted through the pay- 
ment of hospital bills. 

ECONOMIC AND STATISTICAL PROBLEMS OF PARTICIPATING HOSPITALS 


The promotion and administration of a group hospitalization plan should 
be such as to provide the greatest economic benefit to subscribers and hos- 
pitals consistent with a high quality of professional service. From the 
strictly financial point of view the group hospitalization plan must meet 
two requirements. 

The first requirement is that the remuneration of hospitals be adequate 
to cover the approximate costs of services rendered. The group hospital- 
ization subscription rates should not be so low as to require subsidy of 
the plan from philanthropists or taxpayers, nor should they be so high as 
to introduce an element of “profit” for the participating hospitals. The 
second requirement is that promotion and administration costs be kept at 
the minimum consistent with effective presentation to the community. This 
means that skilled executives and field representatives should be engaged 
for all services where their qualifications are required, but that no profit 
should accrue to such persons beyond a reasonable return for services 
rendered. It is possible, also, that volunteer services of hospital trustees 
and civic associations may be used advantageously to reduce the costs of 
organizing, promoting, and administering a group hospitalization plan. 

The adequacy of remuneration for participating hospitals must be tested 
by comparing the receipts from the central fund with the costs of serving 
subscribers. It is impossible to predict in advance exactly the amount 
of care which will be required by subscribers. The estimate of the amount 
of service, however, is essential to judging the adequacy of a subscription 
rate or a central fund to remunerate the participating hospitals. For it is 
upon the subscriptions (less cost of promotion and administration) that 
the hospitals must rely for payment. The total amount receivable from 
the associations’ fund is neither increased nor decreased by the number of 
days of care rendered to subscribers. 
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A classification of the number of hospital days per one thousand persons 
in nine thousand families with specified incomes studied by the Committee 
on the Costs of Medical Care for twelve consecutive months during the 
period 1928-31 gave the following average rates of days of hospitalization 
among groups in the following income levels. 


Number of Days of Hospital Care, 1929, 


Annual Family Income, 1929 for 1,000 persons 
I GeO x 536 bas iene as an eremeeeten noes 928 
ae eee eae peer ete ey ier Sees 667 

PETE oss oseverinrees sccm 757 
EE hes he Ka a ede ec 604 
IRE ob ace ce eee eee ea 840 
SIO WOO ane OVER. <3 bs sa56. sie bidet wolos deed oeean 1,201 
Average for all me0Gs .:.¢ . 6 60 ees 0k dca es cai atest 746 


The foregoing data apply to medical care in hospitals of all types except 
those for tuberculosis and mental cases. The number of days, in each 
case, include the care received in government hospitals as well as in non- 
profit or private institutions. The hospitalization also includes services 
for contagious diseases and venereal diseases, which are usually excluded 
from group hospitalization contracts. Among the totals are services to 
all patients hospitalized including people of both sexes and of all ages, 
some of whom were cared for more than twenty-one days, the usual 
maximum limit for group hospitalization. It is apparent, therefore, that 
the experience of the entire public for all types of acute conditions would 
probably not be exceeded for a type of contract which was limited to 
twenty-one days’ maximum stay, and excluded such services as maternity 
and quarantinable diseases. There is undoubtedly some “malingering”’ 
among group hospitalization subscribers, who request to be hospitalized 
because of their membership but who might otherwise be cared for at 
home. But an estimate of one-day-per-subscriber-per-year would seem 
more than sufficient to care for subscribers, even when allowance is made 
for occasional epidemics, such as influenza, affecting an entire community. 


PAYMENTS TO PARTICIPATING HOSPITALS 


It was stated previously that the remuneration to participating hospitals 
should suffice to cover the estimated costs of services rendered to sub- 
scribers. For single-hospital plans, this requirement is tested by compar- 
ing the total net receipts from subscribers with the estimated costs of 
serving them, for all subscriptions accrue to the benefit of one institution. 
For city-wide plans, however, there must be some agreed basis for re- 
munerating the participating hospitals according to the amount of hospital 
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care rendered by each hospital to subscribers. Usually this basis is the 
number of days of care rendered by each institution, and the remunera- 
tion may be made on the basis of a satisfactory “day rate” high enough 
to cover the average costs of the services provided in the agreement. This 
“day rate” should be a “maximum” amount, subject to adjustment only 
when the subscription rates are increased or when estimates of costs and 
accumulated “reserves” justify such revision. 

It may prove desirable to distribute the funds to hospitals currently at 
a rate somewhat lower than the “maximum” day rate established in a 
group hospitalization agreement. For example, it may be agreed that all 
hospitals will, if possible, be remunerated at a maximum rate of $6 per 
day of care to subscribers. Of this amount $4.50 may be paid monthly 
or at the time of services to subscribers. Later, at the end of a fiscal 
period, an additional amount of $1.50 per day may be paid to all hospitals 
on the basis of number of days of care rendered to subscribers. Balances 
in the fund, beyond this total of $6 per day, would accumulate as a re- 
serve for possible epidemics and, if possible, to lengthen or broaden the 
types of benefits which the subscriber would receive in future years. 

In determining the adequacy of the maximum “day rate” a hospital 
administrator may compare this amount with one of the three following 
types of cost estimates for his own institution: (a) the nominal or reg- 
ular charges for the hospital services received; (b) the average per capita 
cost in the institution for the type of services received; (c) the additional 
cost to the institution of rendering services to subscribers, where the al- 
ternative is the holding of facilities in readiness to accept patients. 

The nominal or regular charges for particular types of hospital care 
are seldom established on the basis of the cost of production. In some 
instances they may be higher, in some cases much lower than the average 
“cost” at any given percentage of occupancy. It is more desirable therefore 
to compare the “maximum day rate” with the average “costs,” based upon 
a reasonable percentage of occupancy for the institution. With increased 
occupancy the average costs would decrease. Hospitals should not be 
unduly alarmed over the hospitalization of an unexpectedly large number 
of subscribers during a period of generally increased hospitalization. Even 
if such an experience forced a reduction of the maximum remuneration 
from $6 down to $4.50, the lower figure might still equal the actual costs 
to the hospitals for the additional work thrown upon the hospitals in 
consequence of their participation in the plan. 

If the receipts from subscribers were insufficient to cover the “average 
costs” of services to subscribers during a period of time, there might still 
be no actual economic loss. Hospitals generally are expected to accept 
patients from the general public. In many instances they now accept, at 
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one-third or one-half of cost, many patients who are financially able to 
join a group hospitalization plan. The subscription fees might, even if 
less than actual cost, be greater than the individual fees these patients 
would have paid if forced to rely upon their private resources at the time 
when hospital care was needed. 

All the foregoing factors must be taken into consideration in establish- 
ing the rates for a group hospitalization plan. In the long run the sub- 
scribers should pay into the central fund amounts which are sufficient to 
cover the costs of their hospital services. During any short period of 
time, however, and pending a readjustment of the subscription rates, the 
loss from subscribers would probably be less than the estimated value of 
unpaid services to persons of the same economic level on an individual 
hospitalization fee basis. 

It is conceivable that during a community catastrophe the participating 
hospitals would find it impossible to provide subscribers with the neces- 
sary bed care, owing to the fact that all hospitals in the community were 
occupied to 100 per cent capacity. If only one institution were occupied 
to capacity the others would be expected to accept subscribers. If 
every institution was full, the hospitals would undertake to provide 
temporary or satisfactory facilities. Beyond this guarantee, of course, 
the hospitals cannot go. In order that subscribers may be reimbursed in 
part, their payments during the most recent fiscal period may be repaid 
to those subscribers in need of hospitalization. 

Subscribers should understand that they are not contributing to a cash 
fund distributable to themselves. They are buying protection from month 
to month and from year to year, and by a system of mutual: aid coupled 
with hospital codperation are guaranteeing hospital service to those requir- 
ing it. If a subscriber were to withdraw from a plan, either voluntarily 
or compulsorily, he would not have accumulated a cash reserve distrib- 
utable to himself. Group hospitalization plans should not guarantee the 
maintenance of subscription rates for more than one year, or at most 
two years. During the experimental and developmental stage of a group 
hospitalization plan, a guarantee of a rate for one fiscal year should be 
sufficient to give the subscriber adequate protection. 

PROMOTION AND ADMINISTRATION 


Promotion and administration involves the allocation of a definite and 
stated proportion of the subscribers’ fees collected, this proportion to be 
used in so far as necessary for management of the plan and not for the 
remuneration of hospitals. If it were found later that smaller proportions 
would suffice for promotion and administration, the subscriber would bene- 
fit from a reduction of the annual subscription fee or the inclusion of 
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more comprehensive services in the contract. Field representatives may 
be engaged by the sponsoring non-profit association, either as volunteer or 
salaried workers on the basis of specified reasonable fees. 

It is impossible to state a certain proportion as being the equitable ratio 
of promotion and administration costs to the total fees collected. The early 
stages of promotion require expenditures even before any subscriptions 
are received. Community publicity and the experience of subscribers are 
cumulative in their effects. Many groups may enroll without solicitation 
by a representative of the group hospitalization plan. After one or two 
years’ membership, groups of subscribers may renew membership volun- 
tarily, although newly employed individuals might require explanations of 
group hospitalization benefits. 

The amount of promotion expense cannot be predicted in advance, but 
it tends to be a reducing proportion of the total amount collected from 
subscribers. The administrative costs of bookkeeping and statistical pro- 
cedures will vary with the number of different groups of subscribers, and 
would, of course, be increased by the enrollment of individuals and family 
members rather than groups of employed persons, whose monthly dues 
can be paid in large total amounts. 

In any given plan, the method of promotion and administration should 
be such as to provide the lowest proportionate overhead costs, and to pro- 
vide the highest possible proportion for the participating hospitals. In 
some instances this may be achieved by employing only full-time and 
permanent executives and field representatives. In other cases, the serv- 
ices of permanent employees might be joined with the temporary services 
of individuals or private agencies with skill and experience in introducing 
city-wide financial programs such as community chest or building fund 
“drives.” In other cases, private agencies may be engaged to assume full 
charge of the details of promotion and administration under the direct 
sponsorship and control of the executive committee of the non-profit asso- 
ciation. The suitability of a particular agency to promote and administer 
a group hospitalization plan would be influenced by such factors as their 
knowledge of hospital problems, the reputation of the firm, the skill and 
experience of the individuals available to serve, the prospective period of 
employment, and the amount of remuneration expected. 

In general, the remuneration to individuals or agencies employed to pro- 
mote or administer group hospitalization plans should be sufficient to guar- 
antee a high quality of service. It should not yield an element of “profit” 
to the promoting individuals or organization beyond a reasonable return 
for services rendered. It is probable that city-wide group hospitalization 
plans, after the initial period of growth and development, can be success- 
fully promoted and administered at from 15 to 20 per cent of the gross 
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receipts from subscribers. Under unusual conditions these proportions 
may be lowered. 

Where private agencies have assumed the financial burden of the initial 
stages of promotion, they have usually received remuneration which is 
higher than the proportions stated in the foregoing paragraph. Such 
remuneration is, in part, a promoter’s “profit,” and if such agencies were 
not required to provide the original working capital for salaries, publicity, 
bookkeeping, rent, etc., they could probably be engaged at much lower 
total amounts for these services. 

Outside agencies, when used to promote or administer group hospital- 
ization plans should preferably be remunerated on a flat-fee or retainer 
basis, rather than through a proportion of the subscriptions collected, par- 
ticularly when engaged for temporary service. Where more or less perma- 
nent agreements are entered into, however, it may be desirable to use the 
percentage or bonus principle to some extent as the basis of remuneration. 
3ut the basis of payment should be subject to adjustment during the ex- 
perimental periods, and should in no case be such as to encourage mis- 
representation of the benefits to potential subscribers, or emphasis on the 
strictly financial and commercial aspects of group hospitalization. 

Group hospitalization should be as free from the spirit of commercialism 
as the participating hospitals themselves. The non-profit association itself, 
therefore, should retain ultimate financial supervision and control. This 
means that the association should, if possible, provide the initial working 
capital from banks or participating hospitals, rather than from agencies 
who are to promote and administer the plans. 

There are many details of administration which require careful plan- 
ning and supervision. Each employed group should make its payments 
to the offices of the group hospitalization plan through an officer of the 
company or their own mutual association. The payments should include 
the names of the persons whose subscriptions are included in the total 
amounts paid. Each subscriber should receive notification and tangible 
evidence (such as a membership card) of his enrollment in the group hos- 
pitalization plan. The employees of the central office should be able to 
certify as to the eligibility of a subscriber when he presents himself for 
benefits under the group hospitalization agreement. Hospitals should be re- 
munerated at regular intervals for services rendered to subscribers. All 
of these activities require experience and judgment in office management 
and procedure. 

Field or office representatives of the plan should not be allowed to 
influence the amount or quality of hospital service received by subscribers. 
They should not, for example, be in a position to dictate the condition 
of acceptance or discharge of a hospitalized subscriber. Nor should an 
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employee attempt to influence a subscriber requiring hospitalization in his 
choice of physician or hospital. The amount and type of hospital care 
which a subscriber receives must, in the last analysis, be determined by 
the participating hospitals, the physicians attending the subscribers, and the 
subscribers themselves. It might be desirable, however, for physicians 
and hospital directors to establish boards of arbitration for the discussion 
of specific cases, when, in the opinion of representatives of the various 
hospitals, certain subscribers or institutions receive benefits greater or 
less than those intended under the original agreement. 

The question is sometimes asked: How many subscribers are necessary 
to make a group hospitalization plan economically sound? There is no 
categorical answer to this question. The minimum size of a group depends 
upon the method of sales or promotion, the scope and benefits of the plan, 
the average age and composition of the group of subscribers, and the 
economic purpose of the plan. 

A single hospital, constituting the only general hospital in a community, 
might well accept contracts with as few as two hundred or five hundred 
persons. Plans of this type have been developed by the Community Hos- 
pital, Grinnell, Iowa and the Memorial Hospital, Brattleboro, Vermont. 
These plans involve very little promotion expense, a minimum of book- 
keeping, and no specially employed salesmen or executives. When the 
number of subscribers increases to one thousand or two thousand persons, 
the bookkeeping and promotion require additional costs to the hospital, 
although probably not proportionately greater expenses. In metropolitan 
areas of 100,000 population and upward, it would seem to be im- 
practicable to introduce a city-wide group hospitalization plan unless it 
were expected that the number of subscribers would accumulate to five 
thousand or ten thousand within a reasonably short period of time, such 
as one year. When the group hospitalization plan can be introduced on a 
non-profit basis, with a minimum of overhead costs and the possible use 
of volunteer or part-time employees, it might be of genuine public service 
to continue a plan for one or two thousand subscribers, even in a large city. 


THE LEGAL STATUS OF GROUP HOSPITALIZATION 


During every stage of the promotion and introduction of a group hos- 
pitalization plan, competent legal counsel should be engaged to insure that 
all procedures conform to the laws of the state and locality, particularly 
statutes and regulations covering the organization and management of 
insurance companies. The insurance commissioners, or attorney generals, 
in more than a dozen states have given tentative opinion that hospital serv- 
ices rendered to subscribers on an annual payment plan do not constitute 
“insurance,” in the sense that they come under the regulation of the com- 
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missioners of insurance. These states include Massachusetts, New Jersey, 
Texas, Colorado, California, Kentucky, Missouri, New Mexico, Arizona, 
and West Virginia. In these states such plans are considered as different 
from agreements which guarantee definite payments of cash sums upon 
the happening of a contingent and uncertain future event. In several 
other states the attitude of governmental authorities appears to be one of 
approval of the principle of group hospitalization, but hospital representa- 
tives should satisfy themselves that all legal requirements are complied 
with in their respective states. 

From the strictly economic point of view, group hospitalization does not 
appear to be the type of business activity which would be regulated by 
insurance laws. The primary function of insurance regulation is consid- 
ered to be protection of the subscriber or policyholder, namely, assurance 
that he will receive the benefits to which he is entitled under the agree- 
ment. This is usually done by requiring that the insurance carrier give 
reasonable evidence of financial stability and a guarantee of both intention 
and ability to carry out the terms of the agreement. 


group hospitalization the risk-bearers are, in the last analysis, the one 


In 
or more hospitals which guarantee to provide service to subscribers. In 
the short run the only possibility of a subscriber’s not receiving service is 
that all the participating hospitals would close their doors or fill their beds 
at one time. The maximum financial risk to a subscriber would be the 
subscription which had been paid in advance. If all hospitals were to 
close their doors, accumulated subscriptions would be distributable to sub- 
scribers. If widespread disaster were to fill all hospitals, a subscriber 
would also be entitled to “his money back.” In any event the maximum 
loss of the subscriber in terms of dollars and cents would be one year’s 
subscription rate. 

If the number of persons to be hospitalized during any fiscal period 
were so great as to provide inadequate remuneration for the services, the 
hospitals could minimize their financial losses by discontinuing the plan 
at the end of an agreed period, or by an increase in the subscription rate. 

Where several hospitals participate in the plan the ultimate responsi- 
bility for rendering the services rests with the hospitals individually and 
severally. Each hospital agrees to accept patients in exchange for a pro 
rata share of the subscriber’s fee, not exceeding a certain maximum amount 
per patient day. When a particular hospital is unable to care for patients, 
the responsibility falls upon the others. When the entire community is 
unable to provide the facilities, the subscriber in need of hospitalization 
must be satisfied with a refund of his subscription. A central non-profit 
association may be regarded as an agent which receives funds from sub- 
scribers and which pays them to the participating hospital. The subscriber 
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on his part is protected for one year, or for shorter fiscal periods, relying 
upon the continuing existence of the individual hospitals for his service. 
The hospitals guarantee merely to provide a certain type of service and to 
rely upon the central fund for repayment. Unless a hospital closes its 
doors, or all the hospitals of a community are entirely filled, the subscriber 
is assured of his service, granted, of course, that the group hospitalization 
plan and the participating hospitals have entered into the arrangement in 
good faith and do not intend to receive money under false pretenses. 

The question arises as to the part which reputable commercial insurance 
companies may play in group hospitalization, particularly those companies 
offering health and accident policies on an individual or group insurance 
basis. The writer of this monograph submits the following opinions as 
his analysis of the attitudes of commercial insurance companies toward 
group hospitalization. 

The action of hospitals in providing (through their non-profit associa- 
tions ) hospital care to groups of subscribers, in exchange for fixed periodic 
payments, does not appear to conflict with the present or prospective fields 
of activity of private companies writing casualty, health, or accident insur- 
ance policies. 

Group hospitalization is a field in which the hospitals themselves are 
particularly qualified to participate because of the “local” nature of the 
problems of enrolling subscribers and serving them. 

Where the hospitals assume the direct responsibility for service to sub- 
scribers, the agreements take the nature of “service contracts” rather than 
insurance, and it is important that group hospital agreements be distin- 
guished from rather than identified with “insurance” from the economic 
point of view. 

Group hospitalization should, in the public interest, be regulated by 
appropriate governing bodies, although the regulation should not neces- 
sarily be the same as that now applied to insurance companies. 

Insurance companies (especially those selling “group insurance”) have 
personnel, experience, and facilities which might be utilized in the promo- 
tion and administration of group hospitalization. 

Insurance companies have a vital interest in keeping the promotion of 
group hospital care agreements on a high ethical plane, which will not 
prejudice the public against the principle of “insurance” or against existing 
reputable institutions. 

COMMUNITY PROBLEMS 


Families in every economic group spend more, on the average, for 
sweets, cosmetics, and tobacco, than for hospitalization. Most families, 
more than 90 per cent, are self-supporting for the former items. Many 
families that now demand free hospital and medical care could be self- 
supporting for hospitalization, if the bills were “budgetable” and payable 
in small but regular amounts. [rom the patient’s point of view group 
hospitalization removes his need for philanthropy or tax-supported serv- 


ices when a hospitalized illness strikes the family. Almost everyone except 
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an indigent person could ultimately participate in a group hospitalization 
plan. 

Community chests or other fund-raising organizations should study the 
possibilities of group hospitalization plans which might reduce the needed 
voluntary contributions for the support of part-pay patients. A supporter 
of the community chest makes a contribution to “charity.” Any person, 
therefore, who is able to make even the smallest contribution to charity 
may be assumed to be self-supporting with regard to himself and his own 
family. Subscribers to a group hospitalization plan, therefore, might be 
at least as numerous as the contributors to philanthropy. Many com- 
munity chest executives have seen the reasonableness of group hospitali- 
zation and have offered their moral support and the use of their own 
personnel and facilities in introducing the idea. Widespread group hos- 
pitalization would make it less necessary to raise philanthropic funds for 
the support of hospitals. 

The inauguration of group hospitalization plans would allow tax funds 
to be used for the indigent cases in a community and would not force 
people otherwise self-supporting to rely upon taxation or philanthropy for 
the payment of their hospital bills at the time of illness. Group hospital- 
ization likewise may result in increased income to physicians for services 
to subscribers of limited means. Such persons, not having a hospital bill 
to pay at the time of illness, are thereby able to pay their attending physi- 
cian, and often do so, according to the experience of medical staffs who 
have participated with group hospitalization plans. Group hospitalization 
is not a temporary depression measure. It is not a desperate plan of rais- 
ing revenue from a new source. It is a reasonable procedure to be adopted 
in the interest of the public welfare and not a hospital financing scheme. 

Is there already too much hospitalization? No, according to profes- 
sional opinion and statistical evidence. The special personnel and facilities 
of hospitals often make them the logical place for the care of the bedridden 
patient. The cost of hospital care to the general public need not be ex- 
cessive or beyond the capacity of the people to pay if hospitals are utilized 
to a reasonable percentage of occupancy. At the present time there is 
abundant evidence that people are going without necessary hospital care 
or are asking for it in the publicly supported institutions. Group hospital- 
ization plans have been criticized for removing the costs of hospital bills 
from philanthropy and placing them on wage-earners. This in general is 
a desirable feature. Medical care should be regarded as one of the funda- 
mentals in a standard of living, not as a charity service to be provided 
by philanthropists or wealthy members of the community. The costs of 
medical care should be included in the family budget. 
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Some Group HOospPITALIzZATION PLANS IN OPERATION IN THE 
Unitep States (May, 1933) 


This statement lists some of the group hospitalization plans reported 
to be in operation in the United States. It is based upon printed literature, 
direct correspondence, or personal investigation. It does not list any of 
the “tentative” plans under discussion in many towns and cities throughout 
the country, and is not intended to be a complete directory of all plans in 
the United States. It is prepared solely for the information of hospital 
executives, trustees, and other persons or agencies interested in group 
hospitalization. 

The hospitals and associations here listed do not include any plans which 
provide the professional services of physicians in the agreements for group 
hospitalization. This list will be revised from time to time as information 
is secured concerning additional group hospitalization plans. 

Superior California Hospital Association, Sacramento, California. 

A non-profit association controlled by the following hospitals: Sutter, 
Mater Misericordia, Woodland Clinic. 

California Hospital, Los Angeles, California. 

San Jose Hospital, San Jose, California. 

Presbyterian Hospital, Denver, Colorado. 

Parkview Hospital, Pueblo, Colorado. 

Rockford Hospital Service Association, Rockford, Illinois. 

A non-profit association offering service in the local hospitals. 

Community Hospital, Grinnell, Iowa. 

Wesley Memorial Hospital, Wichita, Kansas. 

Kentucky Baptist Hospital, Louisville, Kentucky. 

Flint-Goodridge Hospital, New Orleans, Louisiana. 

Touro Infirmary, New Orleans, Louisiana. 

(Note: A city-wide plan contemplates codperation with three other 
hospitals. ) 
Tri-State Hospital, Shreveport, Louisiana. 
Hospital Service Association, St. Paul, Minnesota (Address Midway 
Hospital. ) 
A non-profit association controlled by the following hospitals: 
Bethesda, Midway, Miller, Mounds Park, St. John’s, St. Luke’s, West 
Side General. 

Research Hospital, Kansas City, Missouri. 

Associated Hospitals of Essex County, 744 Broad Street, Newark, 
New Jersey. 
A non-profit association controlled by the following hospitals : Homeo- 
pathic, Montclair Community, Newark Beth Israel, Newark Eye and 
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Ear, Newark Memorial, New Jersey Orthopedic, Orange Memorial, 
Presbyterian, St. Barnabas, St. James, St. Mary’s, St. Michael’s, St. 
Vincent’s. 

Baylor University Hospital, Dallas, Texas. 

Methodist Hospital, Dallas, Texas. 

St. Paul’s Hospital, Dallas, Texas. 

Rushing Clinic and Sanitarium, Dallas, Texas. 

Houston, Texas. 

The following Houston hospitals cooperate on “city-wide” basis: Eye 
and Ear, Houston Heights, Memorial, Methodist, Parkview. (Ad- 
dress Memorial Hospital.) 

San Antonio, Texas. 

The following San Antonio hospitals participate on “city-wide” basis: 
Baylor, Central Clinic, Lee Surgical, Medical Arts, Medical and Surgi- 
cal, Physicians and Surgeons. 

Thompson Benefit Association for Hospital Association Service, Brattle- 
boro, Vermont. 

Hospital Service, Inc., Kanawha Valley Bldg., Charleston, West Virginia. 
A non-profit association controlled by the following hospitals: Mc- 
Millan, Mountain State, St. Francis, Staats, Kanawha Valley, 
Charleston General, Coal Valley. 
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Care of the Indigent Sick in Private General Hospitals 


CHARLES E. REMY, M.D. 


Superintendent, Minneapolis General Hospital 


CCASIONALLY when thinking people are reading the creations of 
some master writer they become depersonalized by the gripping 
descriptive power of the author and a shutter seems to open for 

a brief period permitting them to look down upon the world and humanity 
from a distance. They watch the scurrying hither and thither of mortals, 
and through this moment they sit spellbound, detached, and awed, as they 
behold the seething, whirling turmoil of the races of the earth—a camera 
obscura view of life. Many persons have experienced this sense of mo- 


mentary contact with true reality; some have interpreted it as “second 
sight” or a vision vouchsafed to them by some unseen omnipotent power ; 
others have recognized it for what it actually is, namely, a fleeting mo- 
ment’s expansion of the horizon of their understanding induced by the 
deft touch of a master-hand at descriptive writing. Such moments fill one 
at the same time with a feeling of humility and a sense of power. They 
are both leavening and inspiring. There are other ways of experiencing 
this same gratifying emotion. It is said that the director of any great 
enterprise whose position brings him into contact with throngs of striving 
men feels this same inspiration and this same sense of humility. No 
environment offers greater opportunity for the development of these 
sensations than employment in a city general hospital. The same thrill, 
and the same sense of being dragged willy-nilly into the surging eddies 
and cross-currents of life, are there for every employee from orderly and 
maid to engineer and superintendent. All are caught in the mad maelstrom 
of sickness, injury, effort, recovery, birth, and death. The battle goes on 
continuously, without beginning, without end, through day, through night 
—again a camera obscura of life, ageless, reasonless, endless, awesome, 
thrilling, oppressing, inspiring. 

Far back in the dim, distant past, thousands of years ago when the won- 
derful hospitals of India were in their heydey of activity—thousands of 
years before the Christian era'—these same tumultuous currents and 
counter currents must have exerted their influence upon those engaged in 
the care of the sick and ailing. Found and lost again these many hun- 
dreds of years ago, the art and science of caring for the sick in hospitals 
has only again come into its own, after struggling through innumerable 
centuries of darkest shadow, ignorance, superstition and gloom, and again 


Nutting, M. Adelaide, R.N., and Dock, Lavinia L., R.N.: A History of Nursing. 
G. P. Putnam’s Sons, New York and London, 1907. 
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today we behold the very foundations of these institutions once more 
threatened by fiery dragons of destruction, as represented by financial de- 
pression, political turmoil, popular indifference, and inertia. An indis- 
criminate mingling of human greed, avarice, credulity, error, selfish 
arrogance, and shortsightedness have foaled evil offspring that threaten 
not alone the hospital world, but the foundations of so-called civilized 
society. Only courage, fortitude, and farsightedness, tempered by sound 
judgment and a submersion of selfish political and personal aims—only a 
sincere, altruistic purpose to consider the best interests of society as a 
whole, encompassing its citadels the institutions of charity, can carry us 
out of the morass in which we now find ourselves. Iniquity to the right 
of them, inefficiency on their left, the people await the call of a leader 
who shall guide them to solid ground and security. 

The statutes have wisely provided for such emergencies as the one now 
confronting us in the matter of food and, to a certain extent, shelter for 
the indigent, but every community, whether country, village, town, or city, 
is today faced with grave problems in attempting to provide for the care 
of its indigent sick. In the cities the problem has reached its greatest 
proportions, for therein is to be found the greatest volume of need. As 
the cold hands of depression and want have cast their chilly shadows over 
the land, during the past three years, there has been a constant influx of 
people from the country and smaller communities into the city. This 
movement has been as instinctive and as natural as of children seeking 
shelter from a storm. For generations past the people of the country have 
thought of the city as a sort of mystic shrine to which ordinary men could 
go and find wealth heaped upon them or a place from which they would 
inevitably ultimately emerge as a power in the land. So in this hour of 
need they have instinctively flocked to the city. Many of these people 
have now established residence, the others have nothing to which they can 
return, nor means for such return. And because they have nothing, be- 
cause they are but existing (not living) from day to day, because they are 
but inadequately housed, because they are subsisting upon inadequate food, 
because they are clothed in inadequate garments, it is inevitable that ulti- 
mately the incidence of sickness among them must increase. The cities 
have not met with this situation yet, because it has not yet occurred. It 
is true that the cities have had to cope with the ever-increasing load of 
bona fide citizens whose means of subsistence has failed them and whose 
savings have been consumed and whose medical needs the city has been 
obliged to provide for—and the cities have met the situation; it is true 
that the cities have had to cope with the large migration to them of indi- 
gents from the country and outlying districts and that the cities have been 
obliged to provide for the medical care of these individuals when found 
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within their confines—and here again the cities have, to a wonderful de- 


gree, met the situation. 


oo But As yet the index of sickness has not gone up. Indeed it has 
been the saving grace of the situation that the percentage of sick- 

ness during the past year and a half has been unusually low. The amount 
of contagious disease, in Minneapolis at least, has for the past year been 
lower than for a similar period in a number of years. We have had no 
reports of serious epidemics of contagious disease in any of the other large 
cities. In Minneapolis we had a minor epidemic of so-called “‘flu” late 
last fall, but the cases were for the most part mild, casting no undue 
strain upon the resources of our local hospitals. We have, to date, escaped 
the real overshadowing menace of the situation. But the end is not yet. 
If we possess vision we must realize and anticipate that an increased inci- 
dence of sickness is inevitable if present conditions continue, even if we 
should not have to contend with a serious outbreak of contagious disease 
such as may in all likelihood be expected to occur any day. It is the 
writer’s particular belief, without recourse to statistics, that after a winter 
such as that just passing where ice and snow have lain upon the ground 
continuously throughout almost the entire season, there is greater likeli- 
hood of severe epidemics of contagious disease in the early spring than 
following almost any other kind of winter, though less throughout the 
period of the winter itself. This is purely personal belief, however, and 
the health department and epidemiologists must be consulted for authori- 
tative data on the subject. Regardless of possible contagious disease 
epidemics, however, the incidence of disease will sooner or later begin to rise 
instead of remaining at its present low ebb. When that time arrives, and 
it may descend upon us any day, then indeed will the situation be critical. 
During the last two years, and during 1932 in particular, there has been 

a great deal of discussion relative to the advisability of cities utilizing the 
vacant beds of the private hospitals of their respective communities to 
accommodate the increased demands for hospital bed space for the in- 
digent. This has taken its origin from two separate sources. The private 
general hospitals, faced by large deficits due to decreased patronage on 
the part of paying patients, by a shrinkage in endowment investment re- 
turns, and by a marked decrease in donations owing to the financial situa- 
tion*, have thought they saw a partial avenue of escape from their diffi- 
culties through the achievement of an arrangement for a subsidy by the 
governmental agencies of the municipality. I regret to state that even 


“The fact must not be overlooked that the apparent decrease in the incidence of 
disease may also have played a part in this lessened bed occupancy of the private 
general hospitals at the same time that it has been a saving grace to the strictly 
charitable general hospitals. 
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from the viewpoint of the private hospital I cannot see the advantage of 
such an arrangement and am forced to conclude that in the moment of 
crisis they have clutched at a straw, mistaking it for a pillar of support. 
My reasons for this belief are founded on the knowledge of the actual 
per diem cost for patient care in the average private hospital, equipped as 
these institutions are with the latest and most expensive medical acces- 
sories and furnishings. It would appear to me to be a most fallacious 
conceit to assume that hospitals with an average per diem cost of from 
$5.50 to $7.50, exclusive of capital investment, could escape from their 
financial difficulties by filling their beds with patients at a per diem return 
of from $2.50 to $3. On the basis of the quality of care given patients 
in the Minneapolis General Hospital, | know that no private hospital of 
less than five hundred bed capacity could provide equivalent care at a per 
diem cost average of even $3.50, including x-ray, laboratory, operating 
room, drugs, ambulance service, and the multitude of other incidentals for 
which they charge the private patient as “extras.” There would not appear 
to me to be any magic fountain of youth to be found by such hospitals in 
an arrangement whereby they accepted patients from the city at a figure of 
$2.50 or $3 per day, which they had to supplement by the addition of 
$1.50 to $2 per day drawn from their own treasury. It would be, it 
appears to me, like tossing a drowning man a chunk of lead in place of 
a life preserver. 


oo THE SECOND source of the agitation for the utilization of private 
hospital accommodations for the care of the indigent sick of our 
cities has taken origin from the recommendations of citizens totally lacking 
in knowledge of the costs of either private hospital or governmental hos- 
pital care, which in turn has become the slogan of politically minded indi- 
viduals in city government endowed with equal ignorance of the true 
“innards” of hospital costs and of hospital administration. Some of these 
latter individuals have, through their ignorance of the true facts, been 
entirely sincere in their attitude on the question, merely having failed to 
take the time to investigate the facts. Others, I regret to state, have seen 
in the situation a possibility of personal political aggrandizement, and, with 
a fairly accurate personal knowledge of the facts, have ruthlessly ignored 
the loss such an arrangement might entail their city on the assumption 
that it was an attitude which would make an appeal to voters clamoring for 
any sort of change, and who, they could reasonably assume, would never 
learn the true facts. 
The exchequer of a city would suffer even more grievously by such 
an arrangement than would the private hospital even though my assump- 
tion of the loss to the latter institutions be accepted at the highest esti- 
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mate. The pertinent question so far as the city is concerned is not the 
per diem cost at all, although this figure, because of its always ready 
availability, is always the one grasped and waved wildly in the air by 
the uninitiated. The important figure is the cost per patient stay. We 
make a very careful comparative study of the per diem cost and the cost per 
patient stay at the Minneapolis General Hospital. Any hospital superin- 
tendent who does not do so is missing out on some very interesting and 
valuable figures. Our studies at the Minneapolis General Hospital have 
demonstrated, for example, that in 1929 the average cost per patient day, 
or per diem cost, was only $3.05. But the cost average for the care of 
each and every patient, or in other words, the average cost per patient 
stay, was $54.83. In 1931, on the other hand, the cost per patient day, 
or per diem cost, was $3.17. But in 1931 the average cost per patient stay 
was only $46.45, a saving to the city of $8.38 on every patient who oc- 
cupied the hospital’s beds during that year. For 1932 the cost per patient 
stay was $32.33, a reduction of $22.50 per patient as against the cost for 
1929; 11,006 admissions in 1931 at a saving of $8.38 each, and 13,705 
admissions in 1932 at a saving of $22.50 each as compared to 1929. It 
should be remarked at this point that an alert, loyal, and codperative at- 
tending staff is the engine of power in reducing the cost per patient stay 
in a city hospital, but it is essential that the superintendent keep his hand 
upon the throttle. It may be pertinent to call attention here also to the 
fact that inevitably as the patient stay is shortened the average per diem 
cost rises. This is readily seen to be due to the fact that most expensive 
procedures in patient care, such as x-ray, laboratory, and expenses attend- 
ant upon operating room service, occur during the first few days of hos- 
pitalization. 

When patients are farmed out to private hospitals the city, as is readily 
seen, forfeits completely all jurisdiction in control of the length of patient 
stay. If it is to the advantage of the private hospital to have as many of 
its beds as possible occupied by these patients at $2.50 or $3 per day, 
as advocates of that system have maintained, then it likewise becomes to 
their advantage that each patient should remain in the hospital so long 
as he chooses to do so, since I have already conclusively shown that the 
longer the length of stay per patient, the less the cost per diem to the 
hospital up to that point where the lowest average cost is arrived at. As- 
suming all sincerity on the part of every private hospital, there cannot 
exist the urge on the part of either administration or staff for getting the 
patient out at the earliest possible moment compatible with his welfare 
that consumes the administration and staff of a city hospital faced at all 
times by an influx of patients taxing its bed capacity, and where every 
additional day’s stay goes on the debit side of the ledger. 
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ovo ANOTHER FACTOR that may not be passed lightly by in considering 

this subject is this: that excepting the very large private hospitals 
with extensive out-patient clinics which usually have likewise rather com- 
prehensive bed facilities for care of more or less indigent patients intro- 
duced through the mechanism of their clinics, the average private hospital 
does not have a medical staff properly organized, or obligated in any way 
to the hospital, for the care of indigent patients. The intern and resident 
services of these hospitals are also usually extremely limited 25 to num- 
ber. Such conditions are distinctly deleterious to the interest of the indigent 
patient referred to such a handicapped institution, granting the noblest 
intentions to all persons connected therewith. I gravely question if there 
is a possibility of financial advantage to be seen in the acceptance of city 
indigent patients by at least the smaller private hospitals, if such accept- 
ance means the addition of ambulance service, a twenty-four hour receiving 
and emergency service with experienced salaried physicians in charge at 
all times, and markedly increased costs for x-ray and laboratory service, 
so inseparable from the care of such patients. 

I have a deep and heartfelt sympathy for the private hospitals in the 
dilemma which confronts them at this time. Furthermore, I feel that the 
private hospitals have been very much misunderstood, maligned, and some- 
times abused by city governmental officers and the powers that be. Re- 
cently a survey of hospital service was made in Minneapolis and in his re- 
port the surveying individual, in all good faith and sincerity, I feel sure, 
recommended that “There should be some change in the law so that private 
hospitals that are tax-exempt because of their claims to being charitable insti- 
tutions should be obligated to do enough charitable work to at least equal 
the amount of their taxes.” Evidently this gentleman asked each of the 
private hospitals how many patients known to be completely indigent they 
admitted to their institution, and how many “free beds” they maintained 
at all times. Evidently he did not ask any of them how many “part-pay 
beds” they supported in their respective institutions, and it is equally evi- 
dent that in a spirit either of modesty or of humility they did not call this 
to his attention. In my opinion, this is the crux of the situation, but I 


, 


do not approve of such modesty on the part of the private hospitals, nor 
do I believe they should thus “hide their light under a bushel.” I wish to 
report and discuss the figures which I possess of one private hospital, 
though because the hospital referred to is also endowed with an undue 
amount of modesty I will not mention the name. Here are the figures: 
Per Cent of Patients Per Cent of Actual Cost Paid by Each 
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The point that I wish to make is that if the hospital referred to did not 
take a single free case or set aside a single free bed for such service, that 
hospital would still be giving a service 60 per cent of which was most 
definitely charitable in character. It is a fact that many modest sized and 
smaller private general hospitals do not maintain any absolutely “free 
beds” and that their finances would not permit them to do so without crip- 
pling their part-pay service completely. City governmental bodies should 
not lose sight of the fact that for every free patient they would force 
those smaller private hospitals to care for they would cancel the possibility 
of those hospitals’ giving service to a half dozen borderline patients of 
middle class financial status. Furthermore, those six patients, being no 
longer able to secure part-pay service in the private hospitals and unable 
to afford de luxe or full-pay service in such institutions, would be forced 
to turn to the tax-supported hospital for service instead of maintaining 
their self-respect, and paying their physician and part of the hospital ex- 
pense. In other words, for each absolutely “free” patient the city forced 
the small private general hospital to take, the city hospital would have 
six patients demanding free service, one to six physicians would have their 
source of livelihood curtailed, and six more persons would be educated 
to the acceptance and expectation of charity. The private general 
hospitals are the haven of refuge for the citizen of moderate means, and 
it would be a catastrophe beyond measure if through a failure of a proper 
conception by cities of the service these hospitals are rendering to human- 
ity these truly charitable institutions should be forced to discontinue, or to 
care only for the very rich and the very poor. 


e#9 CERTAIN FACTORS stand out in bold relief as the paramount issues 

of the situation. The indigent must be fed and housed and clothed ; 
the indigent and near-indigent sick and injured must be given adequate 
medical care and hospital facilities be provided them; the health of com- 
munities must be safeguarded against the inroads of disease. These are 
the vital issues of today. Of what use are schools if the rank and file 
of the children of the community are unable to attend them for lack of 
proper food, or if these children are but to be congregated in these schools 
to become the victims of some dread disease? What price public bath 
houses if the funds devoted to their support must be paid for in human 
lives which, if otherwise devoted, these same funds might have saved? 
What price beautiful public parks and handsome paved roads and drive- 
ways, if the former are to be turned into graveyards and the latter into 
lanes for long, silent processions headed by the undertaker’s car, when 
these same funds otherwise devoted might have maintained a healthy com- 
munity? What price public libraries if the maintenance of this otherwise 
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splendid service determines that little children shall be dying in a hundred 
homes throughout the city for lack of funds for proper health precautions 
or inadequate medical and hospital care? All of these things are desirable 
and commendable enterprises of city government if the populace is kept 
healthy to enjoy them, which is to say, if the funds thus disposed are not 
worse needed for the maintenance of that health. Even the hungry might 
be hungrier and continue to live. But the sick must be provided for and 
the health of the community must be safeguarded or chaos will result. 

The last and greatest problem which faces the people of every city at 
this critical time is that of bringing a true understanding of the situation 
home to those who hold the reins of political, governmental, and economic 
control. 

In closing, permit me to urge that private hospital superintendents devote 
more time and thought to the education of the public in regard to the vast 
amount of actual charity work they are now doing. 


——— 


Coming Meetings 

International Hospital Association, Knocke sur Mer, Belgium, June 28- 
July 3. 

Canadian Hospital Council, Winnipeg, September 8-9. 

American Protestant Hospital Association, Milwaukee, September 8-11. 

American Hospital Association, Milwaukee, September 11-15. 

American Occupational Therapy Association, Milwaukee, September 11-15, 

American Association of Hospital Social Workers, Milwaukee, Septem- 
ber 11-15. 

National Association of Nurse Anesthetists, Milwaukee, September 13-15. 

Children’s Hospital Association, Milwaukee, September 11-15. 

Hospital Association of West Virginia, October. 

Kansas Hospital Association, Eldorado, October. 

Saskatchewan Hospital Association, Saskatoon, October. 

American Dietetic Association, Chicago, October 9-12. 

American College of Surgeons, Chicago, October 9-13. 

Association of Record Librarians of North America, Chicago, October 
9-13. 

American Public Health Association, Indianapolis, October 9-12. 

Ontario United Hospital Aids Association, Toronto, October 25. 

Ontario Hospital Association, Toronto, October 25-27. 

Ontario Occupational Therapy Association, Toronto, October 27. 

Alberta Hospital Association, November. 
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Suggestions on Psychiatric Problems in General Hospitals 


C. S. MILLER, B.S., M.D. 


Assistant Superintendent, East Louisiana State Hospital, Jackson, Louisiana 


UCH HAS BEEN WRITTEN concerning psychiatric departments in 

general hospitals, and this subject has been discussed at many 

medical gatherings, but I feel that although the topic has been 
thoroughly covered a review of some suggestions would not be amiss at 
this meeting. 

Unfortunately most of our medical schools have had but little psychiatry 
in their curricula. For the greater part it has consisted of a few lectures 
and some demonstrations at a clinic. Recently many of the Class A 
medical schools are giving more time to this branch of medicine and accord- 
ing it its proper place, along with the other well known branches, such as 
surgery, internal medicine, etc. To quote from Dr. Geo. W. Henry’s 
article, published in the American Journal of Psychiatry (November, 
1929) : 

In recent years those physicians who direct medical education are compelled 
to grant more and more time for the study of psychiatry. The development 
of this branch of medicine has been so rapid that it has been difficult to find a 
sufficient number of physicians who are competent to teach modern psychiatry. 
Even in some of the best medical schools there is still no department of 
psychiatry and in some schools instruction in psychiatry is given by a professor 
of internal medicine. Medical students are still told by professors of neurology 
that “We know nothing of the pathology of the mind” with the implication that 


psychiatry is concerned with such abstractions as “the mind” and, therefore, 
merits little serious consideration. 


With the instruction of medical students psychiatric education is only 
begun. It is scarcely to be hoped that a subject so complex could be 
adequately presented in the time available in the ordinary medical schools. 
Every internship should include a period spent in a psychopathic hospital ; 
and there should be in every general hospital a psychopathic ward or de- 
partment. On the staff of every general hospital there should be a psy- 
chiatrist who would make regular visits to the wards, who would direct a 
psychiatric out-patient clinic, who would continue the instruction and or- 
ganize the psychiatric work of the interns, and who would attend staff con- 
ferences so that there might be a mutual exchange of medical experience 
and a frank discussion of the more complicated cases. 

Dr. Vincent, president of the Rockefeller Foundation, in speaking of 
medical progress, says: 

It has been asserted with some reason that in its preoccupation with the 
diseases of the body scientific medicine has too much neglected the psychic and 
social factors. The rapid spread of the cults which invoke various forms of 


mental suggestion is probably due in some measure to the failure of modern 
medicine to include in its scope the relations of mental and physical states, to 
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study these in a scientific spirit, and to utilize the healing power of rationally 
controlled suggestion. Recent progress in psychiatry, the war-time experience 
with disorders of the mind, the rise of mental hygiene, and the increased 
attention being given these subjects in medical schools and at professional meet- 
ings are evidence that the mental aspect of disease is being recognized more 
fully. 

It will clearly be seen from the above that most of the older physicians 
have had practically no training in psychiatry. It is not that mental dis- 
orders did not exist or were not recognized, for reference is made to their 
existence by the Greek physicians even before the time of Hippocrates. 
Therefore, it appears that psychiatric consultations by trained and qualified 
psychiatrists are greatly needed where the sick are concerned—hence its 
value in the general hospital. 

Every general hospital, in order to give its patients thorough and com- 
plete examinations and treatment, should have a psychiatrist on the staff 
or associated with the hospital. I do not wish to convey the idea that 
every patient should have a psychiatric examination, for many physical 
conditions are so well demonstrated that such an examination would be 
not only useless but an added expense. Any questionable cases, however, 
should be given a psychiatric examination. Most of the general hospitals 
do not concern themselves with well developed cases of insanity, but since 
mental disorders range from the mildest emotional disturbances to frank 
psychoses, there are many conditions that are referred to and treated in 
general hospitals. These mild and acute cases can adequately be cared 
for with but little equipment, thereby preventing their being sent to hos- 
pitals for the insane. 

As a result of the psychiatrist’s examination and recommendations nec- 
essary operations may be delayed or the entire course of medical treatment 
changed. He becomes responsible for preventing unnecessary operations 
in cases of functional illness, and at other times may be able to demon- 
strate or uncover grave physical pathology that has been concealed by 
functional disorders. 

The neuropsychiatrist must give sufficient time to discharge his responsi- 
bilities properly and the hospital must give him sufficient latitude to make 
his efforts effective. As his consultations will be confined largely to mild 
cases without any gross abnormal symptoms, he should make it a rule 
always to give the patient sufficient time to tell his story, which usually 
will bring to light some hidden trouble. His report should be as full, 
clear, and concise as possible, avoiding technical names and phrases in 
order to readily convey to the physician or surgeon the true nature of the 
case. He should attend all staff conferences in order to discuss any cases 
showing psychiatric symptoms and offer recommendations for treatment 
and their future care. 
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Dr. Thomas J. Heldt, in a paper read at a meeting of the American 
Psychiatric Association in 1927, with reference to caring for all forms of 
mental disease at Henry Ford Hospital, said: 

Yes, we have had experience with some of the violently excitable types and 
have even tried our hand at some of the long term custodial cases. We now 
feel confident that any and all types of nervous and mental cases can be cared 
for, and quite judiciously, in a general hospital. Whether or not it be the 
most economical solution is another matter. Acceptance by the hospital man- 
agement of our belief that all types of neuropsychiatric patients could be suc- 
cessfully treated in general hospital settings was a matter of slow growth. It 
was promptly admitted that the psychoneuroses, the toxi-delirioid states, and 
the neurological disabilities all fell within the scope of the neuropsychiatrist in 
the general hospital, but care of the so-called insane or near insane was de- 
cidedly another matter. The successful management of an active, noisy maniac 
over a period of almost four months brought many tense moments but also 
the conviction that such cases can be managed in a general hospital. Through 
this same type of case hydrotherapy also wins a most wholesome respect. If 
the noisy patient can be accepted then obviously the more quiet one can, what- 
ever his type or condition. We are thoroughly convinced, however, that with a 
willing, and understanding hospital administration and with appropriate facilities 
the management of psychotic patients-in a general hospital is no longer an 
experimental undertaking but a very feasible actuality. 


cw It is IN the acute and mild cases of mental illness that the psychiatric 

department of a general hospital can offer most good. There are 
at all times some such cases under treatment in every general hospital. 
Mental symptoms may not manifest themselves until well along the course 
of a physical disease, and it frequently happens that mental cases enter 
general hospitals complaining of some physical illness which completely 
masks the true nature of the trouble. These cases usually show mild 
asocial tendencies, peculiar behaviors, and slight personality changes which 
are pathological from the mental standpoint and are usually amenable to 
properly directed therapeusis, and thus are suitable cases to be cared for 
in the psychiatric department or an out-patient clinic of a general hospital. 

A problem which confronts every physician, whether specialist or gen- 
eral practitioner, is the psychoneurotic. These cases make up a fair 
percentage of every hospital’s population. They are individuals who have 
succeeded in transferring their mental states, conflicts, complexes, etc., into 
physical illnesses. 

This psychoneurotic group invariably proves a problem in the general 
hospital, under the usual care and treatment accorded its patients, and, 
owing to the relatively large number always present, it appears to warrant 
a properly equipped and administered psychiatric department. 

I feel that it would be a mistake to attempt to care for these patients in 
wards with the other physically ill. They not only interfere with the 
morale and general regulation of the hospital but as a rule are chronic 
complainers and fault-finders. Their medicine is not what it should be, 
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they are neglected by the nurse, and they resist any attempt toward treat- 
ment that tends to remove the cause of their disability. No physically ill 
patient likes to listen to the complaints, groanings, and apprehensive re- 
marks of the psychoneurotics, hence the undesirability of their presence. 

The equipment necessary for a psychiatric division entails but little 
additional cost and for the most part is available in many general hospitals. 
Hydrotherapy has proved most satisfactory for nervous and mental cases 
and should consist of packs, continuous baths, needle baths, alternating 
douches, and electric steam baths. Diathermy with galvanic and foradic 
electric current proves a helpful adjunct. A trained hydrotherapist with 
experience in handling nervous and mental patients is of paramount im- 
portance. Ambulatory cases should be given some form of occupational 
therapy, which can usually be directed by the nurse. When possible the 
selection of a lower floor for a neuropsychiatric division is preferable, for 
it removes the temptation for the depressed cases to suicide, and is more 
convenient for getting the patients outside when space and weather per- 
mit. At the East Louisiana State Hospital the three-story hospital build- 
ing that cares for the physically ill insane patients is constructed essen- 
tially the same as any general hospital. The windows have no grating 
or bars, and the wards and rooms are never locked. Although this hos- 
pital admits all types of insanity, manias, depressions, excitements, etc., 
for treatment and has operated since 1925 with a daily average of about 
thirty patients, no suicide has occurred. 

It is apparent that for the proper handling of such cases some training 
of the nursing force is necessary. This can be brought about by affiliative 
nursing. The Boston Psychopathic Hospital receives affiliates from nearby 
general hospitals, and according to Dr. Bonner an affiliative course was 
instituted in October, 1926. A three months’ course of systematic in- 
struction was prepared, consisting of lectures and clinical and practical 
demonstrations in all of the activities of ward work. By the substitution 
of affiliates for attendants a saving was effected sufficient to meet the 
salary requirements of an instructress, since the salaries of the affiliates 
were continued at the rate of their own hospitals, which averaged about 
$10 per month. 

In planning the course the following objectives were kept in mind: 

First: The demonstration of changes occurring in the mental condition 
of the physically ill. 

Second: To explain the relation existing between physical and mental 
life, and physical and mental illness. 

Third: To teach that behavior is a symptom and to observe and differ- 
entiate abnormal behaviors in the same way that the nurse is taught to 
observe abnormal physical signs. 
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Fourth: That there are many underlying causes of mental disease, both 
functional and organic. 

Each year the staff of the East Louisiana State Hospital gives a course 
of lectures and clinic to the senior nurses of the two general hospitals of 
Baton Rouge. The course consists of twelve hours; eight are devoted to 
lectures on abnormal psychology, detailed symptoms, and handling of the 
insane. The clinic requires four hours’ presentation of psychotic patients 
demonstrating the most commonly encountered mental diseases, with 
special reference to their content of thought and behavior. 

When possible the services of social service workers familiar with 
mental cases should be secured. They may detect many valuable symp- 
toms, and secure important data that would appear inconsequential to the 
inexperienced social worker. 

In conclusion I wish to emphasize : 

1. The importance of adequate psychiatric courses in medical schools. 
No medical student should be permitted to graduate without having had 
a thorough course in neuropsychiatry. 

2. Every general hospital should have a psychiatrist on full time or as 
consultant. 

3. Psychiatric reports should be clear and detailed, avoiding ambiguous 
and irrelevant conclusions. 

4. Proper isolation and equipment must be had in general hospitals to 
secure adequate treatments and desired results. 

5. Affiliative nursing with psychopathic hospitals is necessary to secure 
efficient nursing personnel. 

6. All staff conferences in general hospitals should be attended by the 
psychiatrist in order that psychiatric problems may be thoroughly discussed 
and proper suggestion afforded. 
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The American Hospital Association Announces an 
Institute for Hospital Administrators 


MMEDIATELY FOLLOWING the close of the convention in Milwaukee and 
continuing until the opening day of the annual conference of the Amer- 
ican College of Surgeons in Chicago, the American Hospital Association 

will conduct an Institute for Hospital Administrators. 

The University of Chicago, through its school of business, the American 
Medical Association, the American College of Surgeons, and the Chicago 
Hospital Association are cooperating in making this Institute most valuable 
from an educational and instructive standpoint. 

The lectures and most of the seminars will be held on the campus 
of the University of Chicago. 

The clinics in hospital administration will be conducted under the direc- 
tion of the Chicago Hospital Association by the superintendents and their 
assistants in the more prominent hospitals in Chicago. 

The seminars will be under the leadership of men and women eminent 
in the hospital and nursing field. 

The courses given in the Institute will be practical, intensive courses 
and have already attracted the applications for registration of more than 
one hundred interested hospital people. 


PROSPECTUS 
Purpose 
To furnish men and women who are professionally concerned with hos- 
pital management, a brief period of instruction in hospital organization and 
administration and of observation and discussion of hospital problems. 


Aus pices 

The Institute will be conducted by the American Hospital Association. 
Through the codperation of the University of Chicago, most of the lec- 
tures and discussions will be held in the buildings of the University and 
students of the Institute will have the opportunity to live in the dormitories 
of the University at the rates usually charged students. The University 
of Chicago, however, assumes no educational responsibility for the course 
and no credit at the University is given to students of the Institute. The 
Council on Medical Education and Hospitals of the American Medical 
Association and the Department of Hospital Activities of the American 
College of Surgeons are furnishing valuable cooperation. The Chicago 
Hospital Association will arrange for Clinics in Hospital Administration at 
the leading Chicago hospitals. 
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Period of Institute 
The Institute will open on Monday, September 18, immediately follow- 
ing the annual convention of the American Hospital Association in Mil- 
raukee and will continue for three weeks terminating October 6, im- 
mediately preceding the annual conference of the American College ot 
Surgeons. 
Expenses 

There will be a registration fee of $5.00; no other charges. Students 
must, however, meet their own living, travel, and other expenses. 
Persons Eligible 

This Institute is intended for persons of good education who already 
have some experience in hospital administration. 

Men and women who hold or who within recent years have held posi- 
tions as superintendents of hospitals, assistant superintendents, superin- 
tendents of nurses, business managers, or other positions having equivalent 
responsibilities for dealing with general administrative problems of the hos- 
pital are eligible for the course. Members of religious orders whose rules 
require them to attend such courses in company with one of their own 
sisterhood may have such an associate who will not be required to register. 
Otherwise the Institute will not be open to any but registered students, it 
being the belief of the American Hospital Association that the discussions, 
lectures, and periods of observation of hospital work will be of most value 
if the student body is made up of persons with comparatively similar in- 
terests and experience. 

Application Blank 

On request to the Executive Secretary of the American Hospital Asso- 
ciation, 18 East Division Street, Chicago, any person will be furnished 
with an application form which must+be filled out in full and returned 
before August 15. These blanks will be placed in the hands of the Admis- 
sions Committee appointed by the Association. The registration fee of 
$5.00 must accompany the application blank and will be returned to any 
applicant who is not admitted. 

Statement of Attendance 

A letter signed by the Secretary of the American Hospital Association 

will be given to each student satisfactorily completing the Institute. 
PLAN OF COURSE 
1. Practical Study of Hospital Management—Clinics 

in Hospital Administration 

Eight afternoons during the two weeks will be devoted to visits to 
selected hospitals of Chicago to which assignments will be made according 


to the number and the interest of the students. These visits will be 
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Clinics in Hospital Administration, during which the general organization 
and the work of various departments in the hospitals will be demonstrated 
by the superintendent and his assistants. As a rule, each student will make 
four visits in the first week to one hospital and in the second week, visits 
to different hospitals. 

During the first four days of the third week, students will spend their 
entire time in one or more hospitals, selecting these according to the par- 
ticular departments or activities which they wish to study in detail. The 
final day of the course, October 6, will be devoted to conferences with 
each student and review of the course. 

2. Lectures 

The morning hours of the first two weeks will be divided into two 
periods. From 9:30 to 10:45, there will be lectures, each followed by a 
discussion period. The lectures will include: 

Principles of Hospital Planning, Construction, and Reconstruction ; 
Principles of Organization and Administration; Distribution and Organ- 
ization of Physicians and Hospitals in the United States; Hospital Law 
and Legal Relationships ; Hospital Accounting and Business Relationships ; 
Hospitals in Relation to Community Chests and Relief Work; Scope and 
Development of Out-patient Departments and Clinics; Group Hospitaliza- 
tion; Hospital Ethics, Publicity, and Public Relations. 

The lecturers will include, among others, Dr. S. S. Goldwater, Hospital 
Consultant ; Dr. William D. Cutter, Secretary, Council on Medical Educa- 
tion and Hospitals, American Medical Association; Dr. Malcolm T. Mac- 
Eachern, Director of Hospital Activities, American College of Surgeons ; 
Professor William H. Spencer, Dean of the School of Business, Uni- 
versity of Chicago; Michael M. Davis, Director for Medical Services, 
Julius Rosenwald Fund; and C. Rufus Rorem, Consultant in Group Hos- 
pitalization, American Hospital Association. 

3. Seminars and Conferences 

There will be ten seminars and conferences, 11:00 a. m. to 12:30 p. m., 
September 18-22 and September 25-29, 1933. 

Seminars are to be organized in the following subjects or such of these 
as are found to be of interest to a sufficient number of students: 


Accounting Operating Room 
Admissions Out-patient Department 
Business Management Planning and Construction 
Clinical Records Purchasing and Supplies 
Food Service Reconstruction of 
General Hospital Buildings 

Organization Social Service 
Nursing Service Staff Organization 
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Special Services 


Anesthetic Service Mental and Nervous 
Children’s Laundry 

Emergency Physiotherapy 
Maternity Tuberculosis 


Maintenance and Repair Department of Laboratories 

A syllabus of the seminars in hospital administration is being arranged 
by the hospital administrators who will conduct the seminars, and will be 
made available to registrants within a few weeks. 

In general, the seminars will be limited to fifteen students and each will 
be in charge of a recognized authority in the field. They will be con- 
ducted informally with a brief introductory address and full opportunity 
for questions and discussion by all present. If the number of students 
is large, more than one seminar on the same subject will be conducted as 
required. 

4. Periods for Study and Recreation 

Saturdays, Sundays, one weekday afternoon, and the evenings are free 

for study, visits to the Century of Progress, and other recreation. 
EXPENSES AND TRANSPORTATION 

The University of Chicago will provide housing accommodations in one 
of the University’s dormitories. The charge for this will be $21.00 for 
the full three weeks—$1.50 a day for less than three weeks, but more than 
$2.00 a day for less than one week. 

Meals may be secured as each student desires. Students may make use 
of the cafeteria of the University Clinics, the International House dining 


one week 





rooms, or any one of the several nearby inexpensive restaurants. In the 
University Clinics’ cafeteria it is estimated that the cost of food per person 
for one day is $1.00. Thus the total cost for board and room for three 
weeks would be about $42.00. 

There will be small additional expenditures required for carfare to visit 
hospitals, and students will wish to make allowance also for visiting the 
Century of Progress. 

The railroads are making special rates to Chicago because of the Cen- 
tury of Progress and those attending the American Hospital Association 
meeting in Milwaukee can also take advantage of special rates with a stop- 
over on return. [or rates and other details, prospective students should 
consult railroad or travel agents in their home communities or write to the 
Executive Secretary, American Hospital Association, 18 East Division 
Street, Chicago, III. 














The Value of Hospital Case Records’ 


HELEN ROBINSON 
Record Librarian, City Hospital, Little Rock, Arkansas 


HE EXAMINATION of the record department of any hospital reveals 

an interest and progress in scientific medicine, or it discloses a lack 

of it. Perhaps there is no better evidence as to the quality of service 
rendered the sick of the community by the hospital than that disclosed by 
the record room which it maintains. 

The medical record department acts as the custodian for all scientific 
data collected, which emphasizes more positive proof of its importance. 
Every department of the hospital has an intimate relationship to this de- 
partment and codperation between them all is most essential. The cus- 
todian of medical records is intrusted by the nursing department with the 
evidence that the doctor’s orders have been carried out, by the roentgen- 
ologist and the pathologist with the safekeeping of their valuable reports, 
by the surgical department with the report of operations performed, by 
the writer of a patient’s history with a detailed report of past illness, pres- 
ent complaints, and familial tendencies, and by the attending physician 
with evidence that he has given the patient scientific advice and care in 
the more complicated disease. Even the business office depends upon this 
department in order that it may find the proper identification data. The 
board of management of the hospital depends upon the head of this place 
of safe-keeping for a compilation of data that shows the thoroughness and 
the efficiency of the hospital. The report on end results and the compila- 
tion of facts add to the statistical data and aid in the education of the 
young doctors. From this department the experienced doctor in practice 
derives material for his research, which in turn adds to the scientific 
knowledge of medicine. 

“What is a hospital record?” This question is frequently asked. The 
word “record,” according to the best authorities, means “authentic evi- 
dence.” Therefore, one of the essentials of a hospital record is that it 
shall be authentic and reliable in every detail and will permit of a correct 
interpretation long after those who have contributed to the making of 
the records are gone. 

“Why are hospital records kept?” With the changing times the “why” 
of keeping hospital records has changed materially. One of the most im- 
portant reasons is for protection: to protect the hospital, to protect the 
patient, and to protect the doctor. Briefly, there is the medico-legal aspect 
of the case. The increase of accidents with ensuing lawsuits and adjust- 


'Read before the Arkansas, Tennessee and Oklahoma Hospital Associations, Hot 
Springs, April 25. 
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ments makes the first hand hospital record extremely important. The less 
tangible reasons are the groups of unusual cases for future study. Medical 
men have a duty to contribute to medical literature the reports of cases 
having a unique interest, as well as the results of treatment of common- 
place disorders. 

Hospital records are compiled with the viewpoint of their future con- 
tribution to research work, for as the years pass the record department 
becomes a valuable storehouse of vital statistics. Medical science is thus 
advanced by the accumulation of such data. Authoritative statistics of one 
hospital combined with those of other hospitals all furnish material for 
research. The profession has lost very much because generations of acute 
and shrewd observers have passed away without leaving records of their 
service in the scientific treatment of diseases. Many more physicians could 
contribute to the advance of medicine if instead of trusting to their 
unassisted memory, they would faithfully record their bed-side observa- 
tions. 

“Only because there were people with the ideals of the modern medical 
librarian in those days, do we know that sixty centuries ago in some torch- 
lighted, smoke-filled temple in ancient Egypt, men, women, and children 
gathered for treatment. Here under the flickering torches, the priests, 
who were the physicians of those days, administered strange materials, 
recited mysterious prayers; some of the patients were improved and some 
even completely cured, in spite of the so-called treatment perhaps. That 
such gatherings were common and that the temple corresponded to the 
hospital of today we know, because there were the professional ancestors 
of record librarians at work who described the disease and treatment and 
recorded the end results. These beginnings of patients’ records were 
written on stone, clay, and parchment, and entirely to them do we owe 
definite knowledge of the medical practices of that ancient time. One of 
the most complete of the early records of medicine was written in 1552 
B. C. and is known as Papyrus Ebers. It was written before the exodus 
of the Israelites from Egypt, and was found near a necropolis at Thebes in 
1872. It is written on a kind of paper prepared from the papyrus plant in 
a sheet 12 inches wide and 100 feet long, and when found was closely 
rolled in a scroll. Among the medicines and treatments mentioned are 
purgatives, tonics, remedies for diseases of the stomach and heart, bald- 
ness, cancer, toothache, methods of bandaging, removal of tumors, etc. 

“The earliest reference to a record room is said to date about 620 B. C. 
at which time King Assurbanipal of Assyria gathered some 30,000 clay 
tablets for a library near the site of the ancient city of Nineveh. About 
800 of these clay tablets might be called clinical records since they re- 
ferred to illness, methods of treatment and so on. They constituted an 


[118] 

















July, 1933 HELEN ROBINSON 


early medical library. The famous oath of Hippocrates dates from about 
460 B. C. and record librarians of today are interested and hold sacred 
the reference in the oath dealing with the privacy of records. Part is 
as follows: ‘I will communicate my precepts, my oral lessons, and all 
other instruction to those disciples who are bound by an engagement and 
oath according to the medical law, but to no others. Whatever I see or 
hear in society in the exercise or even not in the exercise of my profession, 
I will keep sacred, if not necessary to divulge it.’ ” 

Every conscientious record librarian faces the same problems. <A hos- 
pital is a little world in itself, made up of very divers elements, yet if these 
are antagonistic the work as a whole suffers. The head of a single de- 
partment by a non-cooperative attitude can infect the entire personnel of 
an institution. And this is nowhere more true than in the record room, the 
head of which comes in contact with doctors, administrative force, nurs- 
ing force, laboratory workers, social workers, and out-patient department. 
Tact does indeed need to be administered in a variety of ways. Tact has 
been defined as the attempt “to do and say the kindest thing in the kindest 
way.” Very frequently, however, kindness is not the feeling uppermost 
in the record librarian’s mind. Charts have failed to put in an appearance, 
histories are half written, reports are missing or not signed, records are 
called into court at a time when the work is heaviest. Patience is perhaps 
the quality most called for under such conditions, and a realization that, 
even looking at the situation from the lowest ground, courtesy always 
pays. No one gains popularity or coOperation by showing a grouch or 
holding a grudge. To make her visitors welcome, to maintain in her rec- 
ord room an atmosphere of pleasantness and cheerfulness, is’ an achieve- 
ment for which every librarian strives, and to which she may well devote 
all her resources of womanliness, education, and social training. 

The most difficult of this work is the answering of inquiries. She must 
always bear in mind that her first duty is the protection of the patient. 
Where a hospital, a doctor, a welfare organization, the Veterans Bureau, 
or similar organization is working solely in the interest of the patient, 
inquiries are replied to in a spirit of professional pride of codperation. 
Obviously, a legitimate inquiry is when the patient is making the most of 
trivial injuries for a substantial gain. The hospital does not want to be 
a party to fraud on the part of a patient any more than it wants to be 
a party to the possible defrauding of the patient. Non-legitimate inquiries 
come in shoals any time from the admission of the patient to several years 
afterward, often when an insurance company or lawyer is acutely inter- 
ested in looking up possible technicalities in a case. The record room dis- 
regards all questions excepting those asking for dates of admission and dis- 
charge; x-ray findings in case of fracture; operations; general diagnosis 
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and condition on discharge are not usually given. Exceptions may be 
made in favor of one or two of the larger companies internationally known 
for their statistical and research work. Lawyers, or more likely their 
first-aid men, the ambulance chasers, and adjusters for industrial insurance 
companies will use every ruse to see patients’ records. The record libra- 
rian must be on the lookout for their tactics in order that she may be 
able to protect the patient’s interest in the case. The American College 
of Surgeons in one of its journals states the questions that should be an- 
swered on insurance blanks, and it is well that every hospital should have 
one of these journals at hand so that new interns may familiarize them- 
selves with the correct answers of questions on insurance blanks. 

Members of the resident and attending medical staff freely consult the 
record room, and the social service agencies and after-care bureaus have 
access to the records. Although the records are held for the patient’s 
benefit, it does not necessarily follow that it is to the patient’s best interest 
to know the contents of his record. Requests, therefore, by patients for 
information concerning their own records are referred to the doctor on 
the case. Medical reports are not allowed out of the hospital except by 
order of the court. 

A record librarian acts as a medical statistician for the hospital. It is 
her duty to catalogue the diseases and operations in a systematic way and 
according to the Nomenclature or Classification of Diseases designated by 
the hospital in order that correct records are at hand for the doctors 
who wish to do research work. She must see that the chart is complete 
in detail and that a brief and concise summary of the case is made at the 
end of the progress notes. Her work, therefore, is never ended, for each 
new day brings a number of discharges for her attention. 

This new department in the hospital must be recognized as one of the 
main cogs in the wheel before we can ever hope for a proper appreciation 
of the “Value of Hospital Case Records,” for as surely as all roads lead 
to Rome, so do all paths from the other departments lead to this place of 
custody. 
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A Discussion of Proposed Legislation for Hospitalization 
of the Indigent in Mississippi’ 
E. R. NOBLES, M.D. 


Chairman, Committee on Community Hospital Legislation 
Rosedale, Mississippi 
S CHAIRMAN of the Committee on Community Hospital Legislation 
for the state medical association, | have been asked to discuss for 
your information the leading features of the bill this committee 
is supporting for legislative action. Before doing this, however, I would 
like to give you briefly its proper historical setting. 

As a great many of you know, there are about sixty-five voluntary 
hospitals in the state which are registered in the Journal of the American 
Medical Association. The distribution of these hospitals is such that 
DeSoto is the only county that is not adjacent to a county in which is 
located one of these hospitals. 

About 80 per cent of these are individually owned or are owned by a 
stock company consisting of a few local public-spirited citizens. This 
means they have no endowment and no source of revenue except from 
the patients who are admitted to them and who pay for the service which 
they receive there. 

It is also common knowledge among hospital! owners and operators that 
throughout the history of our hospitals the charity patient has always 
been a difficult problem. In good years and in lean, this class of patient 
has been admitted in sufficient numbers to handicap the service and to 
threaten hospital finances. Particularly is this true in the smaller com- 
munities supporting hospitals of fifty beds or less. It is no simple matter 
in the life of these hospitals to refuse admission to an indigent who may 
have family connections whom it would be poor policy to offend. 

The injustice involved in expecting a few citizens who have invested 
capital in these institutions to assume the burden of hospitalization for 
the indigent in the surrounding territory has been a subject of much im- 
portance, especially since the recent economic changes. 

A relief for this situation was proposed in a resolution presented to 
the House of Delegates at our state meeting in May, two years ago, by 
a committee representing the Northeast Mississippi Thirteen County Med- 
ical Society. The resolution passed this body without discussion and with- 
out a dissenting voice, and under its terms our president proceeded to 
appoint members to serve on this committee. 

This resolution charged us with the duty of informing the public of 
the importance of this problem during the last campaign when a governor 
~ 1Read before the Mississippi State Hospital Association, Jackson, May 8. 
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and a new legislature were to be elected; to advise with and offer assist- 
ance to our legislature in making the proper distribution of state charity 
funds for hospitals; and to see that the hospitals measure up to standards 
that will insure safety to the public. 

After giving this resolution careful and serious consideration we en- 
tered upon this program under the following premises: 

1. That the indigent sick are no more an individual responsibility than 

the indigent hungry or the indigent illiterate. 

2. That hospitals bear the same relation to the public as do the court 
houses, schools, and churches, for they are each professional labo- 
ratories, designed for the purpose of meeting the separate require- 
ments in our social structure. 

3. That the public’s view is that each is eleemosynary in its sphere of 
service and that their benefits should be available to rich and poor 
alike. 

If these observations are correct, then there is no escape from the con- 

clusion as to who must pay for the indigent. 

It was known to us that the decade immediately preceding 1929 was 
noted for the many improvements and great advancement in almost every 
field of public activity. During this period enormous sums were spent 
upon public works and public institutions of all kinds, so that our tax 
burden has become heavier by far than ever before in our history. To 
meet this demand for greater and better things, hospital construction kept 
pace with this progress, as shown by the fact that over half of our hos- 
pitals were built during that period. 

This activity in hospital construction came primarily in response to the 
great advancement in medical and surgical knowledge, and secondarily 
because of an aroused public knowledge that the sick and injured could 
be made more comfortable, more speedily relieved of their disabilities in 
an institution built and equipped for the purpose, than was possible in 
their homes. This was aided also by the great improvement in our high- 
way systems, making possible rapid and more comfortable travel in any 
season. 

Realizing that the present plan of hospitalization for the indigent was 
inadequate in the light of these advances, we first went into this situation 
by investigating the practice of other states in the matter of hospitalization 
of their indigent, and this revealed the information that there are but 
eight state-owned and state-operated institutions in the whole country: one 
in Rhode Island, two in Louisiana, and five in Mississippi, an agricul- 
tural state whose population is mainly rural, and with no large industrial 
centers. 
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Three states subsidize the private hospitals in a manner essentially sim- 
ilar to our proposed plan. Of the remaining forty, thirty-seven recognize 
the problem as a public matter, but it is handled through authorized county 
or municipal appropriations, and the three exceptions, namely, Georgia, 
North Carolina, and Missouri, replied that their states had no definite 
programs for the care of their indigent sick. 

Acting in the belief that changed conditions in our state should be met 
by a change in policy by our legislature in continuing to appropriate large 
sums for the hospitalization of the poor which benefit in the main the 
citizens of the five counties in which these institutions are located, we 
offered this bill. The data we collected showed conclusively that at least 
half of the annual appropriation of $250,000 (prior to 1932) was ex- 
pended for relief of the indigent in those counties, leaving the other half 
available to the citizens of the remaining seventy-seven. 

We maintained that the taxpayers in the counties removed from those 
in which are located the state hospitals were taxed directly as much for 
their maintenance as the citizens in the counties in which the hospitals are 
located ; and indirectly they were taxed at the rate of ten cents a mile for 
transportation charges for the indigent. (Thus it would cost $10 as an 
average figure to transport a patient to the hospital and back home again, 
if he lived fifty miles away. ) 

It was urged that there was no conclusive evidence to show that their 
record of service was any better than the private hospitals in the state, 
and insisted that hospitalization at home, or much nearer than under the 
present system, in an approved hospital where the patient could be near 
his family and friends would be more economical, more convenient, far 
more satisfactory, and in many instances life saving (i. e., emergency 
cases ). 

We contended that the charity hospitals had rendered a valuable service 
to the people of the state in years gone by, but that with sixty-five vol- 
untary hospitals well distributed (in forty counties) with a minimum of 
a thousand beds available at all times, that the usefulness of the state 
hospitals to all the people had become negligible, and in all fairness and 
justice should either be disposed of or converted into county hospitals, 
and this fund distributed to the counties of the state on a basis of 15 
cents per capita, which is approximately equivalent to the annual cost to 
the taxpayers under the old policy (prior to 1929). 

More concretely, the bill provides that the county of Hinds, with a pop- 
ulation of 85,000, would get $12,750 a year, and the county of Bolivar 
with a population of 72,000 would get $10,500, and the county of Marion 
with a population of 20,000 would get $3,000 for the year, and so on. 
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This bill proposes that the fund shall be administered by a board of trus- 
tees consisting of three lay members from each county, appointed by the 
governor, to serve without compensation, whose duties will be to see that 
the fund is economically administered, and that there is no abuse of 
charity. 

The bill anticipates that the hospitals nearest and most convenient to 
the patient will receive the patronage of that territory, as is done under 
the present system, but will in no way restrict a patient from entering any 
hospital in the state which he may choose. The chief requirement will be 
the presentation of a standard certificate signed in triplicate by his family 
physician and two reputable citizens of the county in which he resides. 
This certificate will be sufficient evidence that the bearer is entitled to hos- 
pitalization under the bill. One copy of the certificate will be immediately 
mailed to the chairman of the board of trustees in the county in which 
the patient resides; one copy will be retained by the hospital delivering 
the service ; and one copy will be mailed to the state auditor together with 
the hospital bill as his authority for recommending disbursement. 

There are several notable features of this section of the bill to which 
I wish to call attention more specifically : 


1. A patient may choose his own hospital without let or hindrance from 
anyone. 

2. The medical profession, which must deliver the service gratis, and 
his home people, who must pay the bill, determine who is and who 
is not “charity.” 

3. There is no element of competition in it, no hope of financial reward, 
for the hospital service is delivered on a cost basis to be charged 
against the allotment to the county from which the patient comes. 


This bill seeks also to provide safety to the public by establishing a mini- 
mum standard for all hospitals expecting to become beneficiaries of the 
fund. This standard is as follows: 

The building shall be modernly equipped with necessary hospital facili- 
ties including modern operating room, laboratory, x-ray and fluoroscopic 
equipment, and such other equipment as the hospital Board of Governors 
may deem necessary to run a hospital in a modern way. The staff of said 
institution shall be efficient, with recognized experience in the care of both 
medical and surgical patients, and shall at all times be quickly accessible 
to the patients in the respective institutions. An efficient nurses’ corps 
with at least one registered nurse in charge shall be employed by the in- 
stitution; and such other rules and regulations as the State Board of 
Hospital Governors may deem advisable. 
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cows THIS STANDARD, as a beginning, seems to be low enough to be con- 

sistent with good judgment and reasonable safety, and will be main- 
tained by a yearly examination by the Board of Hospital Governors. This 
board is to consist of five members: the governor of the state and one 
member to be appointed by the president of each of the three interested 
organizations. These four will elect a fifth member who will be secretary. 
It is contemplated that the member representing the state medical associa- 
tion will serve for four years, the one representing the state hospital asso- 
ciation will serve for three years, and the one representing the state nurses’ 
association will serve for two years. At no time, therefore, will there be 
an entirely new board, and policies found to be sound may be perpetuated. 
The three professional members of this board will be individuals thor- 
oughly familiar with hospital problems, but having no direct financial in- 
terest in any. This board will stand between the hospitals and the people, 
and vice versa, and its decisions will be final in prospective controversies, 
if any. Their compensation shall be $10 for each hospital inspected, this 
sum to be paid by the hospital before the inspection is made. 

Since the aim and intent of this bill is to relieve rather than to pauperize 
any hospital, and realizing that many of our hospitals necessarily have a 
larger overhead than others, and that for this reason the daily per patient 
costs cannot all be the same, we intend to make it a duty of the Board of 
Hospital Governors to ascertain this to their own satisfaction by a survey 
of each hospital, and to promulgate a rule as to this cost, flexible enough 
for any hospital in the state fulfilling the standard requirements to avail 
itself of the fund. 

Knowing also that some of the hospitals in the smaller ‘centers have 
neither the equipment nor the medical or surgical skill available for cer- 
tain specialized services, and while it is our observation that few men 
attempt to do work for which they are not especially trained or qualified, 
it should provide that the Board of Hospital Governors will have authority 
to grade hospitals in some acceptable way to meet this situation. 

This covers the main features of the bill, namely, the basis for the 
appropriation, the method of administration, the patient and hospital rights 
and privileges ; but there are other minor features which have to do with 
the mechanics of its operation. There have been some objections offered 
to this measure, but the only one brought to my attention which is worthy 
of serious consideration has to do with its economical features. This 
question revolves around the claim that the per patient day cost in state- 
owned hospitals is 50 per cent less than in private hospitals. 

In answering this question, which this committee thinks is a very im- 
portant one, I can say that we have devoted much time and effort to in- 
vestigating patient day costs in the hospitals of the state and elsewhere, 
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to determine just what is included in the average figures given for each, so 
that the evaluation of these would not be misleading. These are to be 
further analyzed but we have found for practical purposes that most, if 
not all, of the privately owned hospitals in the state include in their costs 
of operation depreciation, repairs, replacements, taxes, and a few include 
interest on bonded indebtedness, all of which very properly should be 
included. 

In our state hospitals these items are not included, for they are taken 
care of by separate appropriations. 

The latest available figure for patient day costs (1931) in the state is 
$4.23, but it is believed that since that time there has been a reduction of 
from 10 to 20 per cent in this figure, depending on the amount their 
operating costs have been reduced. 

This is particularly reflected in the average patient day costs of $3.54 
for the state-aid hospitals in 1932, in spite of the fact that the majority of 
the patients admitted for treatment under the state appropriation for the 
purpose were admitted for major operations. The private hospitals of the 
state can in all probability further reduce their costs if, and when, the 
indigent become a source of revenue rather than a drain on their resources. 

In the light of these facts this proposed bill is more economical in the 
long run to the taxpayers of this state for the reason that the state-owned 
hospitals under the present policy are costing the people at least $150,000 
a year, a sum from which no patient treated derives any benefit directly, in 
addition to the yearly appropriation of $250,000. In other words, the 
people are spending $400,000 (prior to 1932) on these hospitals instead of 
$250,000, as revealed by the following analysis of the figures (which are 
given in round numbers) : 


Salaries (item includes office and administration)...................000- $40,000.00 
Interest at 5% on half million dollars invested capital.................00. 25,000.00 
Depreciation, replacements, repairs (usually taken care of prior to 1932 by 
ASSEPALALE GADD RODEIAMON) « <Y.0:66:0 5 Seis eis shee ie oie 41s s aSeueeig-e drs 0:0 arere e etaare csi EROOLOO 
URE Ceea ay Bar want cl pis (alles i to 9] 01° € al, <a Pe eS seat 10,000.00 
Indirect tax (transportation costs for patients from counties not adjacent 
to ones in which are located state-owned hospitals)............... e000. 50,000.00 


[I estimated from a recent report from one of the state hospitals as to 
the resident county of the patient that this last figure was around $10,000, 
so if this is an average for the other four hospitals this figure is correct. 

This leaves out of consideration the question of public equity, con- 
venience and satisfaction to the patient, and the strong probability that 
there would be far fewer abuses of charity under this measure, for you 
must remember that such abuses, frequently unavoidable in the state hos- 
pitals, are a direct cost to the taxpayers of the state and represent but one 


of several intangible costs that we cannot compute. 
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We also desire to direct your attention to the fact that the privately 
operated hospitals in the state were built primarily for the care of private 
patients who could pay for the service, and that their place in the com- 
munity has been built and is sustained by and because of the character of 
the service which they deliver. 

The medical and surgical staffs are perpetuated for the same reason and 
the personnel of these staffs represent generally the highest type of men 
in the state, who work from year to year with no personal thought of 
political consequences. A charity patient admitted to these institutions 
gets the benefit of this, as does the patient who pays. 

This committee knows that frequently the state-owned hospitals have 
for superintendents or chiefs of staff some of the ablest men in the state, 
but we do not believe that, however capable such individuals may be, 
these institutions can ever attain a standard commensurate with the amount 
of money they are costing the people of the state, as long as these places 
continue to be political rewards, to be sacrificed on the political altar every 
four years. 

Since the establishment of the state hospital at Laurel in 1917, there 
have been organized and established thirty-five private hospitals in twenty- 
eight counties in the state, with a bed capacity of 1,075. This illustrates 
the marked advance made in hospital facilities in recent years and we 
believe that changed conditions should be followed by a change in the 
policy of appropriating funds for the purpose of meeting charity demands. 

This measure, if and when it becomes a fixed policy, will undoubtedly 
encourage the establishment of hospitals in other counties through the 
assurance that by measuring up to a definite standard they will not be 
forced to take all the charity burden in their community, and it will also 
put new life into the struggle to maintain those still able to function. 

It is the earnest desire of this committee to render all the assistance it 
can in helping with the solution of this problem. Everyone who has given 
the subject any study at all knows that ‘a new deal” is imperative, for 
the present system is wrong in principle and practice, but few there are 
who come forward with a proposal acceptable to all concerned. 

We believe that lump sum appropriations to private hospitals on any 
basis would have a tendency to exaggerate rather than cure already exist- 
ing troubles, for the reason that it would throw them into a political 
scramble, each competing with the other for ever-increasing appropria- 
tions—the very thing we are seeking to avoid. The policy of matching 
state funds with county funds for the purpose appears to be burdened 
with too much political difficulty. If the problem were treated as a strictly 
local affair there could be no uniform concerted action to cure the situa- 
tion, and we would in all probability remain in our present plight. 
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While we do not claim perfection for this measure, and I hasten to 
assure you that we now and at all times will welcome any constructive 
criticism, we believe it is fundamentally a safe and sound policy for us to 
embark upon. It is as free from political interference as any appropria- 
tion of a public fund could be, it offers no incentive for competition among 
hospitals, it gives the patient free choice of a hospital, a much freer choice 
of a physician (six hundred are affliated with hospitals in our state), and 
places the determination of charity in the final analysis in the hands of the 
medical profession, where it should be, for the physicians are to deliver 
the service gratis. 

I am taking this occasion to express this committee’s most grateful 
appreciation to the hospitals of the state, to some of their leaders in 
particular, to the present Board of Hospital Inspectors, and to the mem- 
bers of the medical profession as a whole for their splendid codperation 
and valuable suggestions in helping with this problem. 

Our hope and desire are simply and solely to help in working out a 
plan for a uniform, fair, safe, and satisfactory method of hospitalization 
for the real indigent in the state, which each of the interested organizations 
can agree upon, for without this agreement little if anything can be 
accomplished. 


es 





HE WILL OF Mrs. Josie Hamburger, a Chicago woman, directs that her 
: poole necklace be sold for not less than $50,000 and that the money be 
used for a maternity ward in a hospital to be selected by her physician, 
Dr. Lester E. Frankenthal. Any amount in excess of $50,000 from the 
sale is willed to the Jewish charities as a trust fund. 


o, 


a -~—%——_—_—_— 


[128] 














norman 





Ps AR a 


The Exhibit at the Milwaukee Convention 


HE MANUFACTURERS and commercial houses which furnish hospitals 

with their equipment and supplies are arranging an exhibit for the 

Milwaukee Convention that will equal, if it does not surpass, any 
previous exhibit at our conventions. It is altogether probable that the at- 
tendance at the Milwaukee Convention will be one of the largest in the 
history of the Association, and arrangements which are being made by 
our exhibitors to show their products are in keeping with the anticipated 
attendance. 

The increasing prices of commodities, together with the improvements 
that have been introduced into the equipment field during the past year, 
have a special interest to hospital people everywhere. The results of the 
contact of the hospital superintendent with his commercial firm and the 
opportunity to secure the latest information as to commodity prices and 
price trend will enable the superintendent or business manager to pur- 
chase his supplies at the best possible advantage with a material saving 
in money to the institution. 

The American Hospital Association is careful in the selection of those 
who participate in its exhibit. Every product that is shown on the floor 
of the convention is one which has been approved by the hospital field. 
Every business firm exhibiting has a long record of honest manufacturing 
and honest dealing. They are ethical in the conduct of their business, sell 
honest merchandise at fair prices, and extend every courtesy to our insti- 
tutions that conservative business methods will permit. 

The American Hospital Association stands steadfastly back of the firms 
which exhibit at its conventions and unhesitatingly recommends that our 
institutions give them patronage. A review of the list of exhibitors in- 
corporated below shows the class and quality of the products which are 
offered for our inspection and of the men with whom we have commercial 
relations every day of the year. 


Altro Works: Shops, Ine...o.. ick ccc cneciss ot vc ccusie cncc GW MORNE ORNs oie 
Garments for Hospital Personnel 

Famerican: Hloseital supply Cote... occ kc escc ccs cu news Chicago, III. 
Hospital Supplies, Oxygen Tents, etc. 

American: ourtial Of NWeSiie ss << o5:0-c0'e:c cure ore cis cce’s meen New York, N. Y. 
Publication 

American Laundry Machinery Co... 0c ccccewccniccescees Cincinnati, Ohio 
Laundry Equipment 

Pernevicaie Sher iz Ob © ihe, oo ora ao cee cee said xt ale Mo Erie, Pa. 
Sterilizers 

PC NCA TAGRE CO lcci ck Ca Nayes ene Gedven savant eatsee St. Louis, Mo. 
Garments for Hospital Personnel 
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Applerdte” Chetiical (COmpany «osc is. 0 dereiscew-aciecerss 99.5 sln'n ore-s see Chicago, Ill. 
Indelible Ink Linen Marker 

PAemOe's “Cem tra ROR NSU ss citi c,9-4 caso: scoop sna in vu ere nino euglne eeree ss Chicago, II. 
Personnel Service 

Baker: Linen Conary, Ei. Wieisiecigcetoeaitennndk nese New York, N. Y. 
Textiles and Blankets 

Bard-Pauker Cosine... 2 slna:cc cess sie b Rare hone be selieae New York, N. Y. 
Surgical Knives and Scissors 

LEO Pen cle OL) cl eit clot e gr cat 0 Ca sae et ee aa a Rutherford, N. J. 
Thermometers, Hypodermic Needles and Syringes 

Burroughs: Adding Machine Co... ... 04. .5.sccsed ec esse eceee Detroit, Mich. 
Accounting Machines 

Carolina. Absorbent ‘Cotton Goss. ooioiciees csc eciiecacccees Charlotte, N. C. 
Absorbent Cotton, Gauze, and Te-tiles 

Cag ne ear oo orci econ e Winn seco eae ee Swe eee Los Angeles, Calif. 
Initial Linen Marking Letters 

SAE PES COBURG Sti shoes et neste RN Ge Carinae anise ine Milwaukee, Wis. 
General Furnishings and Supplies 

GT Pa Of ogra C1 10 | an eee Rochester, N. Y. 
Sterilizers 

OST Tiycped Pete AC Tr Ie CS ee a Se SO AL ee Boston, Mass. 
Metabolism Apparatus, Respirators, and Oxygen Tents 

GS rt Gc eee septs Pend rere tes Rea ee ee rar eek ea ce ae ie eee eae a Elyria, Ohio 
Wheel Stretchers, Trucks, Casters, Canvas Baskets, etc. 

Continental’ Grre Na Var Gon ss cosc-g crsaro es aie stars wee ec staele pete Brazil, Ind. 
Floor Treatment Compounds 

PAS SO Remini sor asetetale olerave cl stags Oe aia Sew Tae i aistah ores Sroxeon areal Hoboken, N. J. 
Cocomalt 

avis ea GO GK IG) sie s asceierecd. we tne he eo eSources Brooklyn, N. Y. 
Sutures 

Deknatel G:'Son; Ane, J. Aso. cccs.cscestessas Queens Village, L. I, N. Y. 
Identification Necklaces and Premature Infants’ Beds 

DePuy Ni anwractorine GOs si. cs, tse cen eer os ste ee aecoe Warsaw, Ind. 
Splints and Fracture Appliances 

Dictograph (Products Cos, UNC... ii ceeieees veins cists os New York, N. Y. 
Signaling Equipment 

LES ree hong 60 (2) Sank OY 2 a a ee Rochester, N. Y. 
Motion Picture Apparatus and X-ray Supplies 

| Ee) OR 2 Es ee ee ee Oe re Beas ME Bere ere rey ee nee nee Nashville, Tenn. 
Thermometers, Hypodermic Needles and Syringes 

Hoibess master GO. o.55 ic sacatewe oe oe eer nis eR Evansville, Ind. 
Casters 

PPROE IE ES YS teM ENG aicisces erences os esraree We enw alae aera Elkhart, Ind. 
Scrubbing, Waxing, and Polishing Equipment 

OPA Sales CO Yel ieiidica ibe cas aarae Wee esa ease ee ine ae Wyandotte, Mich. 
Cleaners and Detergents 

PGC IO) AMEE Sorcha re cals clave Said don Stale Ses nes arene ws New York, N. Y. 
Anesthetizing Apparatus 

Frontier Building Specialities Co... 66 bs04c5 oe saeeesess Buffalo, N. Y. 


Cubicle Curtain Equipment 
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General Electtic Atay Contes << ince ctiiedseccis cnceteteceues Chicago, IIl. 
X-ray and Physiotherapy Equipment 

Gereral NOOds ©OtG nc. 5 in oc cgccwe ends eens ore wweaees New York, N. Y. 
Cereals, Dry Beverages, and Desserts 

Gether PiidGets Pave... cccb coos Ge ilo cece ewk ask weeenens Fremont, Mich. 
Gerber’s Strained Vegetables 

Glasee Prncucte: Co. oe sb oo cecil vawecdie Hae be eae Chicago, Ill. 
Laboratory Glassware 

Greenpomntt Metallic Bed Co... ....6. 2s cccccccuccessteaee Brooklyn, N. Y. 
Beds and Bedding 

Bilt Ge Scie. | Derails Piveec ooo. o 6 owe Sa hai ee ena eae ames New York, N. Y. 
Hospital Furniture, Beds, and Bedding 

Hankins Rubiier €02..5.. cc dec ceecscde wee sn te ceccsivecss so een Ome 
Rubber Goods 

Diaeh te Cd. cane eae cn Sox yaa tao ae eo ee Buffalo, N. Y. 
Beds and Bedding 

PRGine i CO oc iia a once hone woke eon a Raneae tec eaeon Minneapolis, Minn. 
Anesthetizing Apparatus 

Frethst Cotp bi Wea. nccdeiccceicccn tenwn ot teetaocuneseeenene Chicago, Ill. 
Hospital Furnishings and Equipment 

Berner @& ‘Biletscle: Cone 22h io irr ncciies Seo taee ceases Cincinnati, Ohio 
Gelatine Desserts and Dry Beverages 

PRE ROMb COs. ode tones scae weeny dies ogiaeumeme he kecaads Batesville, Ind. 
Wooden Hospital Furniture 

bea batto Nee C0. ioe os i eh ee eae eee Troy, Ohio 
Food Preparing and Serving Machines 

Hoffmann-La ‘Roche, Ine: co.cc cece d she selcce cccleta cnc cua ce ieee Noe 
Pharmaceuticals and Fine Chemicals 

Brarizet=Ganot Plees COccs w6 os casio c ne warn Sena ele eens Boston, Mass. 
Hospital Signal Systems 

Frorktelk’s: Malted Mille €06ie 6.0<!ooncsn ts nto cals een eceweeee Racine, Wis 
Malted Milk 

Hospital Inport Cotp. « . 0c cc ase cece ccs vec so coe ncee ce WOW WORK INa ks 
Hospital and Surgical Supplies and Equipment 

Hospital Management .c.cs.6 cocci cede msesee dawns cumenend Chicago, III. 
Publication 

Fospital Standard Publishing €0:..../.050 eccucecececens Baltimore, Md. 
Case Records and Supplies 

FiuntietOnmo rae, UNCi..cco cs cle oc use ce nsesccesaonunes Huntington, Ind. 
Soaps, Soap Dispensers, Floor Cleaning Compounds 

Intermational Nickel €0,. ING: cic seco once weees voawesees New York, N. Y. 
Monel Metal Products 

Jamison Semple Coie... cocc 6 cence scuen owckos cok eee ce yee NOUS NOES ee 
Hospital and Surgical Supplies and Equipment 

Johnson Ge: JONSON, WN]: 6 <5. ican daeseasgwavoescs New Brunswick, N. J. 
Surgical Dressings, Absorbent Cotton, and Sutures 

Gi Coy PE: srekvc cates Oke ae one A ee ag SEE: New York, N. Y. 
Cubicle Curtain Equipment 

RawhmanindG C6; BenGy Bic.vs ccc s cccacenss Salons uswe cen Boston, Mass. 


Hospital Supplies and Rubber Sheeting 
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ReetleyNoett Mite: 1CG; SINC icici ccns ee sales cneae views’ Covington, Ky. 
X-ray Apparatus 

LT CMS Cae enh en CE RCE ee A a Battle Creek, Mich. 
Food Products 

Se EOL Li [5 A PO a ec nN GR gee Re Re Albany, N. Y. 
Blankets 

IRORRISEPAMER UE Oe Bice g.caacesibiieasiesnree oNeone Ga eae eer er Cincinnati, Ohio 
Reliance Hospital Carriage 

yo ig) Ie © 0 ea RR a ee a a Tea Walpole, Mass. 
Surgical Dressings, Absorbent Cotton, and Sutures 

Teas GO: ALAC. Ais AUREL «gg vo aa cs Die a eels we ees New York, N. Y. 
Cleaning Supplies and Hospital Specialties 

Basie CAGE Pe TOGuetS COn 5 65 ss hee ten ke Oe Bw Ran ioeee New York, N. Y. 
Oxygen 

PAB DIMNCOLE NGOs, UIE mi cceesins Scien CRs elastance ete ebsimoeleeatd Philadelphia, Pa. 
Books and Charts 

MeKesson Appiauce CO ecwicdc cose sche hese deans ees Toledo, Ohio 
Anesthetizing Apparatus 

Diacailaie Ol Ces. «bake oe asad abides hos HR ae New York, N. Y. 
Books 

Mallinckrodt ‘CRemical Works. ccccscescecccssecs os ede wwse St. Louis, Mo. 
Ether and General Chemicals 

Ma ryirie ent zel CGD edi coca a cries eso Sivas ace wee ee orale Rinslece ‘Troy, N.Y. 
Garments for Hospital Personnel 

NI ASRAMON IRON 1 CON coh nie elena lob eat le a eS Massillon, Ohio 
Rubber Goods 

Cia NIT RING a ooo 5 cole ers cisco te bm swan Sine eee aioe ee Chicago, IIl. 
Personnel Service 

RUA ran) a oar oe ee nek rere ns New York, N. Y. 
Enameled Ware, Surgical Supplies, Rubber Goods 

Nae mest cen SeRONeNE CO alos co ciaosera secon lec cin ke & Areas Chicago, Ill. 
Metabolism Apparatus 

Witdiand Che: aD ONG. iarccthis « eSuih cies asia ears asters Mees en Dubuque, Ta. 
Cleaning and Polishing Supplies 

Modern Hospital Poblishme ‘Go: osc sec ins cose ceaicade ce Chicago, Ill. 
Publication 

NGI INE CO cocoa ter eels Sie cro nad Sais Rarhidoiclnnd <EGINGWE eOwie IN. We. 
Textiles and Blankets 

NationalcGarbon Go: Hie. sits ets aise d tween bance Cleveland, Ohio 
Therapeutic Arc Carbons 

INGBEEE PerGa ets WGO es ine ccs Sieracae as eels aierors onerous New York, N. Y. 
Textiles and Hospital Garments 

Ohio Chemical Mito Go once. ieee Seales we baile ene Cleveland, Ohio 
Anesthetics 

Onontlaga (Pottery Go. ic o:25 608s ens Sere sak sa ie.bi0 se)eee DYRACUSE, NG -Y- 
Chinaware 

Pate IDA VES RE MOOS a oa sels CA Wie aaa chests os ewes ete wa ie ae Detroit, Mich. 
Pharmaceuticals and Surgical Dressings 

BSCLEG IAG AR MEAD OREO aoe coceiie otro ere een aaa oe eon Chicago, Il. 
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Pnvsiouns “Neer. 60s 352 655-50 ache Voksen tauils oboe enw enee ee Chicago, II. 
Hospital Records and Filing Devices 

Physicians & Hospitals Supply Co......................Minneapolis, Minn. 
Enameled Ware, Surgical Supplies, Rubber Goods 

Puritan. Compressed. ‘Gas Corti .< soc bn oceiccosectucsen Kansas City, Mo. 
Anesthetics 

Weeminestow Wang. "IN. 6.205 boos avai ete sana New York, N. Y. 
Visible Card Index Cabinets and Typewriters 

Repabite Steel Corp: 2... 05 cece cid Sav n des a canisses dae OD 
Enduro Stainless Steel 

Nalscvecin ©Coy.0.6 oc caree good anc nick een mes Rone ee Pella, Iowa 
Metal Rolling Window Screens 

Ross, Tite: Wal. oscn nec en odes tec e eee anra anaes Milwaukee, Wis. 
Hospital Furnishings and Equipment 

Seanlano Morris :€0,. oie ee CN So oct B eiecerdn ards ode ola era oo Ge 
Sterilizers and Operating Room Equipment 

Scmoedimimwer. (be Ore asc sirew asco ns ae ea acta ea Columbus, Ohio 
Hospital Furniture 

Scialyttc Cospeof Amero cencocevawedieind ie wodee woweees Philadelphia, Pa. 
Operating Lamps 

Stale Gt Serie ae ooo ses a cae See ee ee Chicago, III. 
Gelatine Desserts and Dry Beverages 

Sento Cae aie kiicc cos eu easra dee aaron Chicago, II. 
Canned Foods, Preserves, Coffees, Teas, etc. 

SNAt i Ge SEs. 6c ces ct dal eta Sgues cowed oa eue eeeaewiaes Chicago, IIl. 
Hospital and Surgical Supplies and Equipment 

Shenange. Pottety  C0.6 <scniccc ec ckwounen wnsauessoneses New Castle, Pa. 
Chinaware 

Siebsandt Meta @ae eRe k  evse an co erememeeeurcees Kansas City, Mo. 
Fracture Appliances 

Simons On Betas re Soc awe wu nde au ewtan sore tae ee Chicago, IIl. 
Steel Furniture, Beds, and Bedding 

Snow-White Garment Mfg. Co...................+...-.. Milwaukee, Wis. 
Garments for Hospital Personnel 

worensert COs: Goa sore ose! oso alate oe aiawave isonet Long Island City, N. Y. 
Tankless Air Compressors 

Sabb @ Sots. Co Wes once cere vase eh neasssaaes New York, N. Y. 
Pharmaceuticals, Biologicals, and Chemicals 

Standard Electric Time Co........ +00. 002 eeeseeesscees opringneld, Mass, 
Master and Regulator Clocks and Signaling Equipment 

Standard Gas Equipment Cope: so ccc csascenewesaks New York, N. Y. 
Gas Ranges, Bake Ovens, Broilers, and Toasters 

Statidard ‘Sanitaty: Mig: Co. 2.55 sie cuticisncsecuesenectes Pittsburgh, Pa. 
Plumbing Equipment 

Standard Neray Cos. .o5 scsicss co ds seis ts wonlenaoenuauww aces Chicago, III. 
X-ray Equipment 

Stedman Rubber Flooring Co..................2055 South Braintree, Mass. 
Reinforced Rubber Flooring 

Swetz batsaale Vi fe Coico dees cede eco a whe tae eal alan maior Toledo, Ohio 


Food Conveyors 
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MUIORNGEIERDOS:. <.050h0es oacsca 5 haloes we ees Gi een on oS GINO PORK INS Tie. 
Hospital and Surgical Supplies 

Trained Nurse and Hospital Review.................00: New York, N. Y. 
Publication 

Moy Weaunany each, GOs 4%.6:50:45. Ge sieait ae elen a Malele os New York, N. Y. 
Laundry Equipment 

Wiebial Metab REDS EPA oo is cells Gee cs orwiacecela le aia eloae ere scaleyeisie cs St. Louis, Mo. 
Sanitary Supplies, Floor Cleaners, Soaps, etc. 

UCN CTCL cUcab Gor Rens 4 Rane eRe a Ge Ore A i SEN, Aer a any eRe ae Re Chicago, Ill. 
Ovaltine 

Westinghouse X-ray Co; Ins... coe ees cae Long Island City, N. Y. 
X-ray Equipment 

Wiiliasisens COs GOP oe bcs ets doe olslwiccawin ce peas ase Philadelphia, Pa. 
Garments for Hospital Personnel 

Whirmains mint seen MOO. 62 24 obs hos sate dct co be eee ees Cleveland, Ohio 
Reversible Window Equipment 

WINGO CRRAMIDOT: AGO oy iare/o1s70s « caleee eee Wess fei aiendiaa: wiiova era a ere eee Canton, Ohio 
Rubber Gloves 

PS TTT ts ogo cig) 0a eee oe nee ga ee Warsaw, Ind. 


Fracture Appliances 
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APPLICATIONS FOR INSTITUTIONAL MEMBERSHIP 
March 29 to June 26, 1933 


California 
Wilshire Hospital Company, Ltd................-..2006. Santa Monica 
Connecticut 
Windham Community Memorial Hospital.................. Willimantic 
Indiana 
ke Se ee ee er Indianapolis 
PU FONE DOs os 5 oes cheese eiawneweeseoedeees Lafayette 
Iowa 
Lutheran Hospital of Fort Dodge... ... 6.666 eccewe cine Fort Dodge 
Minnesota 
St. Lake's Hoapital Assoctatiomts .. occas ecees cetnce es Thief River Falls 
Missouri 
ee | ee er ee ee eT Pe ee Louisiana 
New York 
i a a ee ee Pen ee 3uffalo 
ee | eee re rere er Brooklyn 
AEE SGUNIUINS 6 occ 6 ics cexennaiiser dane Loomis, Sullivan County 
ei ee EE CCT ee T ...-Albany 
ee eee rerr eT eer Tere eT ere Tr T Brooklyn 
eS ere 
ge Be | Tere ree ee 
St, Cocina HMoagitel for Woniea. «2.266.062 ans eewsdscaes can Brooklyn 
eS Tee TORE RE eee TET eee Gabriels 
South Nassau Communities Hospital........-......... Rockville Centre 
Pi en ee errr eee wr re ney ere Brooklyn 
OS eee reer sre heres Pere rere Brooklyn 
ibe; Wraikes Frscadte TIGMO. o6c05 05.0556 ctsevcavsancewasas Brooklyn 
Ohio 
RN. TH 5a 5h a aT ee esas Cas Norwalk 


South Dakota 


Mobridge Hospital........... << 9:'G nae hes ee kw wea bok ers 
Wisconsin 

bis Cross Heel, «oc issn dsscniadinkbanesenees svi ae ee Merrill 

Woasteodin. Municipal -THOns sos nssic vido since cree veenues Waukesha 
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APPLICATIONS FOR PERSONAL MEMBERSHIP 
March 29 to June 26, 1933 


Colorado 


Baker, W. T. H., Parkview Hospital, Pueblo. 
Browitt, Mrs. Clara E., supt., Greeley Hospital, Greeley. 
Colestock, Ruth, dept. wrk., Colorado General Hospital, Denver. 


Connecticut 


Aldrich, Mrs. Jane J., R. N., supt., Manchester Memorial Hospital, Man- 
chester. 


Florida 


Overstreet, Gertrude, supt., Alachua County Hospital, Gainesville. 
Rives, Ruth, supt. nrs., St. Luke’s Hospital, Jacksonville. 
Whitlow, May, supt. nrs., Alachua County Hospital, Gainesville. 


Illinois 


Arnold, Velma J., surg. supvr., Brokaw Hospital, Normal. 
Brucker, Hazel, record hist., Brokaw Hospital, Normal. 
Mills, Alden B., man. ed., The Modern Hospital, Chicago. 
Strayer, Elaine, B. S., tech., Brokaw Hospital, Normal. 


Indiana 


Brown, Nellie G., R. N., supt., Ball Memorial Hospital, Muncie. 
Josepha, Sister M., superior, St. Joseph’s Hospital, Mishawaka. 
Laughner, J. Frank, trustee, Witham Memorial Hospital, Lebanon. 

Odilo, Sister M., R. N., superior, St. Catherine’s Hospital, East Chicago. 
Willke, G. T., M. D., med. dir., Kneipp Sanitarium, Rome City. 

Yelton, Anne, R. N., supt. nrs.. Wm. H. Coleman Hospital, Indianapolis. 


Iowa 


Belknap, Jane, supt., Hamilton County Hospital, Webster City. 

Burk, Margaret, supt., People’s Hospital, Independence. 

Gapinski, Clara E., R. N., supt., Sartori Memorial Hospital, Cedar Falls. 
Hauge, E. M., supt., Lutheran Hospital of Fort Dodge, Fort Dodge. 
Koehler, Ida A., R. N., supt., Bellevue Hospital, Muscatine. 

Kral, Lydia J., R. N., supt., Denison Hospital, Denison. 

Painter, J. Carl, M. D., supt., Sunny Crest Sanatorium, Dubuque. 
Pangborn, Verne A., asst., State University of Iowa Hospital, Iowa City. 
Starrett, Mrs. John D., R. N., supt., King’s Daughters’ Hospital, Perry. 
Yocom, A. L., Jr., M. D., med. dir., Yocom Hospital, Chariton. 
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Massachusetts 


Batchelder, John L., pres., bd., Boston Lying-in Hospital, Boston. 

Brown, Ethel M., supt., Summit House Sanatorium, Rutland. 

Crenner, Georgiana, supt., Commonwealth Avenue Hospital, Boston. 
Greene, Amy W., dir. soc. serv. dept., Children’s Hospital, Boston. 
Ordway, Mabel D., M. D., supt., Glenside Hospital, Jamaica Plain, Boston. 


Missouri 
Hornback, Laura A., R. N., supt., Pike County Hospital, Louisiana. 
New York 
Ishkowitz, H., supt., Parsons Hospital, Flushing, L. I. 
Sloan, Raymond P., assoc. ed., The Modern Hospital, Eastern Office, New 
York. 
Straus, Alexander H., pres., Diapex Corporation, New York. 
Ohio 
Leonard, Ada I., R. N., supt., Middletown Hospital, Middletown. 

Martin, Mary, R. N., supt., Newark Hospital Association, Newark. 
Robinson, Nell, R. N., supt., East Liverpool City Hospital, East Liverpool. 
Oregon 
Forsberg, M., supt., Pacific Christian Hospital, Eugene. 

Washington 


Aurelia, Sister, supt., Sacred Heart Hospital, Spokane. 
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Arizona 
Tombstone.—The Silver Peak Sanatorium Association has been organ- 
ized, with a capital stock of $300,000. Architect W. A. Sellers, of Tucson, 
has submitted plans for the new building, construction on which will be 
started in the near future. 


Colorado 


Burlington—A new hospital, in charge of Drs. Cassel and Robinson, 
has been opened in Burlington. 


Florida 

Lakeland.—Plans are under way for establishing a new sanitarium and 
hospital. The project is in charge of Dr. T. W. Causey and Dr. Grover C. 
Freeman. 

Miami.—The addition to the Jackson Memorial Hospital was dedicated 
on June 1 in the solarium of the new structure. A children’s ward, 
operating pavilion with five major operating rooms, and staff and clinical 
meeting room are housed in the building. 


Georgia 
Vidalia—Petition has been made for a charter of incorporation for a 
hospital, to be known as the Toombs County Hospital. A site has not yet 
been selected. 


Idaho 
Burley.—Site has been purchased and the erection of a modern hos- 
pital building has been started. The owner is Dr. Leland l'razier. 





Illinois 


Chicago.—Provident Hospital and training school, a medical center for 
the service and training of negroes, was opened formally on June 1. It 
represents an investment of $3,000,000. 


Kansas 


Caldwell—The Caldwell General Hospital, a new institution, was opened 
for admission of patients on June 5. Mr. A. M. Preston is superintendent. 
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Eureka.—The formal opening of the new Greenwood Community Hos- 
pital was held on June 1. Miss Marion McNeill is in charge. 

Kingman.—Plans are being drawn for the new Memorial Hospital, to 
be built some time this year. 

Kentucky 

Hopkinsville—Work has started on a five-story sun-porch at Western 
State Hospital which will serve as an addition to the main building and 
will make possible improved methods of treatment for bed-ridden patients. 
The building will accommodate eighty beds. 

Lexington.—Contracts for the construction of a new modern building 
at the Eastern State Hospital have been awarded. It will provide dining- 
room facilities for 1,800 patients, as well as a recreation hall. 


Massachusetts 
Boston.—The psychiatric clinic of the Boston State Hospital, a new 
building which has recently been constructed and has a capacity of 150 
beds, was opened for the reception of patients June 15. 


Missouri 
Lebanon.—Lebanon’s new hospital, the Wallace Memorial, provided for 
in the will of Louise G. Wallace, will be built this year. The sum of 
$20,000 is to be expended for building and equipment, and $30,000 will 
be held in trust for maintenance. 


New Mexico 
Tucumcari.—A hospital has been equipped and was opened recently by 
Dr. B. B. Thorpe. 


Ohio 
New Richmond.—Work on the erection of the new hospital for New 
Richmond has been started. The building will be of brick and stone. 
Donald McMurchy is the architect. 


Oregon 
Portland —Construction of a $250,000 state psychopathic hospital on 
a site to be donated by the University of Oregon medical school, on Mar- 
quam Hill, is proposed. 


Pennsylvania 


Philadelphia.—Erection of a building to accommodate four hundred 
patients is planned by the department of public health to relieve over- 
crowded conditions in the Philadelphia Hospital for Mental Diseases. 

Schuylkill Haven—Plans are in progress for an addition to the hos- 
pital building for the Schuylkill County Poor District. 
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Texas 
Yoakum.—The Huth Memorial Hospital has been taken over, under 
lease, by the Sisters of the Incarnate Word and will be under the ad- 
ministration of that order. 


West Virginia 
Charleston—Plans for a new twenty-five bed hospital have been an- 
nounced. Buildings on the proposed site are being remodeled and made 
suitable for hospital purposes. 





Gauley Bridge—The Riverside Hospital was formally opened on 
May 12. 

Grafton.—Construction of a municipal hospital to cost approximately 
$100,000 will probably be started in the near future. Plans drawn call 


for a sixty-bed building. 


Washington 
Sedro Woolley.—Plans have been completed for a $150,000 building at 
the Northern State Hospital. 
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Mr. Joe F. Miller has resigned his position as superintendent of the 
Jefferson Davis Hospital, Houston, Texas. He is succeeded by Mr. 
C. C. Hawkins. 

Rev. J. O. Hawk has retired as manager of the Central Washington 
Deaconess Hospital, Wenatchee, Washington, and Rev. E. C. Howarth, 
D.D., of Portland, has been appointed to succeed him. 

Dr. J. B. Smith, superintendent of the University of Oklahoma Hos- 
pital, Oklahoma City, has retired effective July 1, because of ill health. 
Dr. Cecil Bryan, of the state health department, has been selected to 
succeed him. Dr. Smith had been superintendent of the University Hos- 
pital since August 15, 1931. 

Mr. Francis C. Leupold has resigned as superintendent of Montgomery 
Hospital, Norristown, Pennsylvania, to aid in effecting a program of 
economy which will combine that position with the duties of directress 
of nurses. 

Mr. Clarence H. Baum, superintendent of Lake View Hospital, Dan- 
ville, Illinois, for thirteen years, resigned on June 1. The institution is in 
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charge of Margaret Arnold, who was recently appointed superintendent 
of nurses. 

Mr. Frederic B. Morlock has resigned the superintendency of the 
Peralta Hospital, Oakland, California. 

Dr. George W. Morrow has succeeded Dr. Roy O. Hawthorne as 
medical director of the Kankakee (Illinois) State Hospital. 

Col. O. D. Westcott, who has been appointed superintendent of the 
Veterans Hospital, Muskogee, Oklahoma, has reported for duty and 
taken charge of that institution. 

Dr. L. H. Webb, formerly in charge of the Muskogee institution, has 
been transferred to the Veterans Hospital at Legion, Texas. 

Mr. C. B. Cosgrove is succeeded at the Central Neurological Hospital, 
New York City, by Mr. L. J. McNally. 

Mr. Charlton Bates Strayer has resigned the superintendency of Nor- 
walk (Connecticut) General Hospital. 

Miss Helen V. Wise, for twenty years superintendent of the Peninsula 
General Hospital, Salisbury, Maryland, has retired from the hospital ad- 
ministrative field. 

Dr. Martin F. Heidgen succeeds Mr. H. T. Barnes as head of the Elm- 
hurst (Illinois) Hospital. 

Hallie Arden Staley has resigned as superintendent of the Marietta 
Phelps Hospital, Macomb, Illinois. 

Ethel T. Cole is the newly appointed superintendent of the Corry (Penn- 
sylvania) Hospital. 

Mabel F. Wheeler has submitted her resignation as superintendent of 
the Somerville (Massachusetts) Hospital. 

Mr. Edward Rowlands has been chosen superintendent of Martha 
Washington Hospital, Chicago, to succeed Mr. Eugene V. Doron, resigned. 

Irene H. Pingle is the new superintendent of St. Margaret’s House and 
Hospital for Infants, Albany, New York, succeeding Miss Alice LeGallais. 

Miss Cleo Patton has resigned as superintendent of Callaway County 
Hospital, Fulton, Missouri, effective July 1. 

Sister Alice de Marie succeeds Sister St. Josaphat as head of the Ottawa 
(Ontario) General Hospital. 

Miss Elizabeth M. Hiif, the superintendent of the Sanitarium of Paris 
at Paris, Texas, died on May 30. A successor has not been appointed. 


°, 
—_———fe—_—_— 
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A wealth of new and interesting information pertain- 
ing to the Spring-Air Mattress has just been published 
in booklet form. Because of the preference which the 
hospital field has shown for Spring-Air, this new liter- 
ature should be on file in every Superintendent’s office. 
Now isa particularly good time to bring your mattress 
file up-to-date, and it is suggested that the coupon be 
used to bring the 





Spring-Air provides that Healing Rest 

which is so essential as a_ therapeutic latest data regard- 

measure — use the coupon for the . i me 
facts. ing Spring-Air. 


MASTER BEDDING 
MAKERS of AMERICA 
Secretary’s Office: 
Holland, Michigan 








The Secretary, 
MASTER BEDDING MAKERS OF AMERICA, 


Holland, Michigan. 
Please send the new Spring-Air literature for our files. 
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Illinois 
Chicago.—Children’s Memorial Hospital and the Chicago Home for In- 
curables, each $50,000—estate of Fred B. Jones. 
Michael Reese Hospital, $100,000—estate of Abraham Meyer, a mem- 
ber of the firm of Mayer, Meyer, Austrian, and Platt. 
Indiana 
Indianapolis——James Whitcomb Riley Hospital for Children, $5,000— 
estate of Susan D. Forst. 
Massachusetts 
Fall River.—Truesdale Hospital, $10,000—estate of Josephine M. Turner. 
Newburyport——Anna Jacques Hospital, the bulk of the estate of Dr. John 
Marshall Hills, amounting to $696,000. 


Michigan 
Howell—McPherson Memorial Hospital, $10,868—estate of Jane Mc- 
Carthy. 
New York 
Dobbs Ferry—Dobbs Ferry Hospital, $6,/00—estate of Rebecca Wendel 
Swope. 


New York City.—Hospital for Joint Diseases, Mount Sinai, and New 
York Homeopathic and Flower Hospitals, $5,000 each—estate of Mrs. 
Leah J. Simpson. 

seth Israel Hospital and Mt. Sinai Hospital, $7,500 each, and Lebanon 
Hospital, $5,000—estate of Isaac Marx. 
St. Luke’s Hospital, $13,000—estate of Mrs. Mary E. Blodgett. 

Poughkeepsie—Vassar Brothers Hospital, $5,000—estate of Mrs. Ida 

Lansing Smith. 





Ohio 
Cleveland.—$60,000 to the City of Cleveland for an emergency hospital 
in the downtown district—estate of John Colahan. 
Pennsylvania 
Erie—St. Vincent’s, Hamot, and Zem Zem Hospital for Crippled Chil- 
dren, $21,000 each—estate of Joseph A. Stern. 
South Carolina 
Greenville —$100,000 for “hospital work” from the estate of a local woman 
philanthropist who wished her name to be unannounced. 
Washington 
Spokane.—Shriner’s Hospital for Crippled Children, $19,000 
Mrs. Elizabeth Winn. 








estate of 
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Steam 
Sterilization 


versus 


Guess Work 





eo he tests which resulted in these temperature curves 
were made in a prominent hospital. In both cases, the steri- 
lizing pressure was consistently maintained at 20 pounds for 
45 minutes. Temperatures were measured in the heart of an 
exceptionally dense package consisting of 15 Hampton Pads, 
by an accurate potentiometer. 


American Sterilizers have facility for gauging the air dis- 
charge. Performance gauged by pressure alone is altogether 
indefinite...may easily result in temperature, as shown by the 
lower curve, totally inadequate for sterilization even after an 
extended period of time. 


This detail of air elimination and means for gauging it ave 
the critical factors in any pressure steam sterilizer. If you hcve 
problems of the kind, refer them to our Research Departm:nt 
for prompt, analytical attention. 


AMERICAN STERILIZER COMPANY 
1208 PLUM ST., ERIE, PENNSYLVANIA 
EASTERN SALES OFFICE: 200 Fifth Ave, New York City 
CANADIAN AGENTS: Ingram & Bell, Ltd., Toronto, Montreal, Calgary and Winnipeg 














On-to-Milwaukee and Chicago Committee, 


Western Hospital Association, 
Los Angeles, Calif. 


Gentlemen: 


Milwaukee presents ideal convention facilities, 
spacious halls, ample good hotel accommoda- 
tions, and unusual hospitality. 


The American Hospital Association will 
present a program especially designed to meet 
the demands of hospitals for timely information. 


The American Hospital Association, codp- 
erating with the American Medical Association, 
the American College of Surgeons, and the 
University of Chicago, is sponsoring an Insti- 
tute for Hospital Administrators to be held in 
Chicago, September 18 to October 6, imme- 
diately following the convention. This Insti- 
tute gives promise of fulfilling a much needed 
service. Every hospital should have one rep- 
resentative attend this study course for at least 
one week. The expense is nominal. Room, 
board, and registration fee will not exceed 
$25.00 per week. The Western Hospital As- 
sociation Deluxe Excursion Ticket may be ex- 
tended to include this Institute for one week 
with no additional expense except room and 


board. 
September 16 is Hospital Day at the World’s 


Fair. 


I strongly advise all those interested in hos- 
pital progress to take advantage of the All-in- 
clusive Expense Deluxe Excursion offered by 
the Committee of the Western Hospital Asso- 
ciation to attend the American Hospital con- 
vention at Milwaukee and the World’s Fair in 
Chicago, including the Institute for Hospital 
Administrators. This opportunity may never 
come again and certainly not at so low a cost. 
A new era is dawning—September is the month 
—all should be prepared. Urge everyone to 
take advantage of this opportunity. 


Yours respectfully, 


J. ROLLIN FRENCH, President 
Western Hospital Association 
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Western Hospital Association 


WHAT ABOUT 
YOUR FUTURE? 


"The dawning of a new era in 
hospital service is inevitable. Are 
you prepared mentally and phys- 
ically to cope with the changes? 


To aid you and others associ- 
ated or affliated with hospital 
service in a program of prepar- 
edness to meet the new demands, 
the Western Hospital Associa- 
tion, with the cooperation of the 
Union Pacific System and other 
agencies of service, is sponsor:ng 
a low-cost, all-inclusive expense, 
deluxe excursion, via the Western 
Hospital 
Train. Special Pullman cars will 


Association Special 
leave Portland, San Francisco 
and Los Angeles September 8th, 
joining at Salt Lake City, form- 
ing a solid deluxe Special Train 
with many new features for com- 
fort and entertainment en route 
to Milwaukee, Chicago and other 
points East. 


The Convention of the Ameri- 
can Hospital Association in Mil- 
waukee September Ith to 15th 
will offer rare educational ad- 
vantages not to be overlooked. 
At Chicago the World’s Fair— 
A Century of Progress—will add 
educational opportunities mingled 
with many joys, pleasures and ex- 


ceptional entertainment features. 


Authorities have spent months 
in time and millions in money to 
bring together at Milwaukee and 
Chicago the best the world af- 
fords in hospital educational op- 
portunit'es, not forgetting the 
thrills and joys required to pro- 
mote the physical and mental re- 
laxation necessary for a real va- 
cation. 














—QOn To Milwaukee 











GREETINGS! 


To those associated or affiliated with hos- 
p.tal or medical service. 

You are most cordially invited to partici- 
pate in the economies, privileges, comforts, 
joys and educational advantages offered by 
the low cost, special ‘“‘Deluxe Excursion” 
sponsored by the Western Hospital Associa- 
tion, leaving the Pacific Coast from Port- 
land, San Francisco and Los Angeles on 
September 8th for the American Hospital 
Convention in Milwaukee, the World’s Fair 
ul Chicago, and other points East. 

This excursion is limited to hospital execu- 
wes, physicians and nurses, and those deal- 
ing in hospital commodities or others who 
ure in any way affiliated or associated, di- 
rectly or indirectly with hospital service, their 
families and immediate friends. 

Accommodations are designed for only 
110 guests. 

Make your reservations early. 


ON-TO-MILWAUKEE & 
CHICAGO COMMITTEE 
of the 
Western Hospital Association 
130 South Broadway 
Los Angeles, Calif. 
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Western Hospital Association Special 








HERE’S YOUR 
OPPORTUNITY! 


HOW ?—By Western Hospital As- 


sociation special deluxe train. 


WHEN? — September 8, 1933. 
Twelve or twenty-one days, ac- 
cording to personal desires. Rail- 
way ticket extended 6 weeks for 


only $9.80 extra. 
WHERE?—From Portland, San 


Francisco and Los Angeles to 
Milwaukee, Chicago and _ other 
points East. 


COST ?—The total cost for this 
wonderful educational and pleas- 
ure tour is only $189.25. The 
combination all-inclusive expense 
ticket includes first-class round-trip 
railroad ticket, lower berth Pull- 
man accommodations, meals in spe- 
cial dining car, room with bath 
and all meals at official hotel in 
Milwaukee, boat trip on Lake 
Michigan from Milwaukee to Chi- 
cago, sightseeing and side trips in 
Milwaukee and Chicago, hotel ac- 
commodations with private bath, 
meals at official hotel, Chicago, 
admission to the World's Fair 
grounds and other forms of enter- 
tainment, 








OFFICERS OF THE STATE, PROVINCIAL, AND ALLIED 
ASSOCIATIONS 


Alabama Hospital Association 
President—Mr, J. E. Oliver, Birmingham Baptist Hospital. 
Secretary—Mrs. Ida Inscor, Moody Hospital, Dothan. 

Alberta Hospital Association 
President—Mr. A. T. Stephenson, Municipal Hospital, Red Deer. 
Secretary—Mr. T. Cox, Edmonton. 


American Association of Hospital Social Workers 
President—Miss Elizabeth Wisner, Tulane University, New Orleans. 
Secretary—Miss Ruth E. Lewis, Washington Univ. Hospitals, St. Louis. 


American Occupational Therapy Association 
President—Dr. Joseph C. Doane, The Jewish Hospital, Philadelphia. 
Secretary—Mrs. Eleanor Clarke Slagle, 175 Fifth Avenue, New York 
City. 
American Protestant Hospital Association 
President—Mr. Charles S. Pitcher, 1521 Spruce St., Philadelphia. 
Secretary—Dr. Frank C. English, 3233 Griest Ave., Cincinnati. 
Arkansas Hospital Association 
President—Monsignor John P. Fisher, Diocesan Dir. of Hospitals, 
Little Rock. 
Secretary—Miss Regina Kaplan, Levi Memorial Hospital, Hot Springs. 





British Columbia Hospitals Association 
President—Mr. J. M. Coady, St. Paul’s Hospital, Vancouver. 
Secretary—Mr. J. H. McVety, Vancouver. 


Canadian Hospital Council 
President—Dr. F. W. Routley, Toronto. 
Secretary—Dr. Harvey Agnew, Toronto. 
Children’s Hospital Association 
President—Dr. Herman Schumm, 425 E. Wisconsin Ave., Milwaukee. 
Secretary—Miss Sophie Yoerg, Children’s Hospital, Milwaukee. 
Colorado Hospital Association 
President—Mr. Frank J. Walter, St. Luke’s Hospital, Denver. 
Secretary—Mr. Wm. S. McNary, University of Colorado, Denver. 
Connecticut Hospital Association 
President—Mr. Oliver H. Bartine, Bridgeport Hospital, Bridgeport. 
Secretary—Miss M. E. Traver, New Britain Hospital, New Britain. 
Department of Hospital Service, Canadian Medical Association 
Secretary—Dr. Harvey Agnew, 184 College St., Toronto. 
[148] 














ees 7 Se ees 
THE HOSPITAL AND HAY FEVER 
Edwin C. Buxbaum 
Milwaukee, Wisconsin. 

“Hay fever, like asthma, is of allergic nature and rarely requires hospital 
treatment. If the patient has taken pollen antigen treatments without success, 
he can be given temporary relief with ephedrine preparations. In some cases the 
symptoms are of such severity that other measures may be necessary. If the 
patient can afford it, he goes away to a different location where the irritating 
pollens are absent. For various reasons this may be impossible. 





“For such cases, Columbia Hospital in’ Milwaukee has found a solution. 
Rooms and wards have been equipped with apparatus which filters and washes 
all air entering the room free from pollen grains and dust. For a nominal sum, 
the hay fever patient may spend the night at the hospital in one of the rooms 
equipped with the depollinating apparatus. In the filtered atmosphere of the 
hospital room, the patient is able to get a sound sleep which enables him to 
work on during the day. It offers no cure of any kind but merely takes out all 
the pollen in the air entering so that the patient may get enough rest .. .” 


This article outlines an interesting way of 
utilizing unoccupied hospital space profitably. 


THE PSYCHOLOGY OF THE RELATION 
OF THE DIETITIAN TO THE PATIENT 
Helen Clarke, M. S. 

Margaret M. Fotheringham, B. S. 

New York Hospital, New York, N. Y. 


“The relationship of the dietitian to the patient includes his dietary care, 
the correction of his bodily defects, in so far as this is related to nutrition, and 
his education or re-education in dietetics. In order to be of the greatest service, 
the dietitian must have an ‘alertness in observation, with a never satisfied desire 
to know even the trifles of a case.’ 


“A basis for a successful relationship of dietitian and patient is a rapport 
with which the patient feels a friendly understanding. With this feeling the 
dietitian gets the sincere cooperation of the patient and better helps him to help 
himself. The successful handling of the patient usually elicits seemingly small 
but valuable bits of information, often unknown to the physician or nurse, but 
most helpful to the total care of the patient. 


“Mitchell said, ‘It appears to me from a large mental survey of the gains of 
my profession that the English have, above all other races, contributed the most 
towards enforcing the fact that on the whole dietetics are more valuable than 
drugs, and do not exclude their use.’ ” 


This article concludes with numerous case studies to 
illustrate the points made, with important bibliography. 

These are but the beginnings of two articles appearing in the June issue of 
The Trained Nurse and Hospital Review, the subscription price of which is 
$3.50 a year, and the address is 468 Fourth Avenue, New York City. 

(Advertisement) 
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Florida Hospital Association 
President—Dr. Walter A. Weed, Morrell Memorial Hospital, Lakeland. 
Secretary—Mr. I'red M. Walker, Duval County Hospital, Jacksonville. 


Georgia Hospital Association 


President—Miss Annie Bess Feebeck, Grady Hospital, Atlanta. 
Secretary—Mr. George R. Burt, Piedmont Hospital, Atlanta. 


Hospital Association of the State of Illinois 
President—Mr. Clarence H. Baum, Danville. 
Secretary—Mr. Maurice Dubin, Mt. Sinai Hospital, Chicago. 


Indiana Hospital Association 

President—Mr. Edward Rowlands, Martha Washington Hospital, 
Chicago. 

Secretary—Mr. A. G. Hahn, Protestant Deaconess Hospital, Evansville. 

lowa Hospital Association 

President—Mr. Clinton F. Smith, Allen Memorial Hospital, Waterloo. 

Secretary—Mr. E. C. Pohlman, University Hospital, Iowa City. 

Kansas Hospital Association 

President—Rev. John E. Lander, Wesley Hospital, Wichita. 

Secretary—Dr. John T. Axtell, Axtell Christian Hospital, Newton. 

Kentucky Hospital Association 

President— Miss Lake Johnson, Good Samaritan Hospital, Lexington. 

Secretary—Dr. Edward J. Murray, Julius Marks Sanatorium, Lexington. 

Louisiana Hospital Association 

President—Dr. Basil C. MacLean, Touro Infirmary, New Orleans. 

Secretary—Mr. Louis J. Bristow, Southern Baptist Hospital, New 
Orleans. 

Maine Hospital Association 

President—Dr. T. A. Devan, Eastern Maine Gen. Hospital, Bangor. 

Secretary—Miss Margaret Hebut, Gardiner Hospital, Gardiner. 

Manitoba Hospital Association 

President—Mr. J. H. Metcalfe, Portage la Prairie. 

Secretary—Dr. G. S. Williams, Children’s Hospital of Winnipeg. 

Michigan Hospital Association 

President—Dr. E. T. Olsen, Receiving Hospital, Detroit. 

Secretary—Mr. Robert G. Greve, University Hospital, Ann Arbor. 

Mid-West Hospital Association 


President—Mr. Frank J. Walter, St. Luke’s Hospital, Denver. 
Secretary—Mr. Walter J. Grolton, St. Louis City Hospital, St. Louis. 
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“Roche’ 








Genuine Allonal issued henceforth 





in this imttation- proof packing 





only, to protect physician, patient. 
and hospital... . 








@ A new Style tablet 
@ New amber sani-tape packing 
@ New hospital bottles 


NEW BULK BOTTLES 


At special hospital prices 
Free — NEW WARD BOTTLES 
HOSPITAL SALES DEPARTMENT 
HOFFMANN -LA ROCHE, Ine., Nutley, N. J. 
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Minnesota Hospital Association 
President—Mr. J. G. Norby, Fairview Hospital, Minneapolis. 
Secretary—Mr. A. M. Calvin, Midway and Mounds Park Hospitals. 
St. Paul. 


Mississippi Hospital Association 
President—Dr. R. J. Field, Field Memorial Hospital, Centreville. 
Secretary—Dr. Leon S. Lippincott, Vicksburg Sanitarium, Vicksburg. 


Missouri Hospital Association 
President—Mr. E. E. King, Missouri Baptist Hospital, St. Louis. 
Secretary—Mr. W. J. Grolton, Missouri Pacific Hospital, St. Lonis. 


Montreal Hospital Council 
President—Dr,. L. A. Lessard, Notre Dame Hospital, Montreal. 
Secretary—Dr. A. L. C. Gilday, Montreal General Hospital, Western 
Div., Montreal. 


National Association of Nurse Anesthetists 
Secretary—Mrs. Gertrude L. Fife, 2065 Adelbert Road, Cleveland, 
Ohio. 


Nebraska Hospital Association 
President—Dr. F. J. Bean, University Hospital, Omaha. 
Secretary—Miss J. L. MacDonald, Clarkson Hospital, Omaha. 


New Brunswick Hospital Association 


President—Dr. S. R. D. Hewitt, General Hospital, St. John. 
Secretary—Mr. Fred I. Haviland, Box 897, Fredericton, N. B. 


New England Hospital Association 
President—Mr. Scott Whitcher, St. Luke’s Hosp., New Bedford, Mass. 
Secretary—Dr. Albert G. Engelbach, Massachusetts Gen. Hosp., Boston. 


New Jersey Hospital Association 
President—Miss Marie Louis, Muhlenberg Hospital, Plainfield. 
Secretary—Mr. Charles F. Dwyer, Newark City Hospital, Newark. 
Hospital Association of the State of New York 
President—Mr. Thomas T. Murray, Memorial Hospital, Albany. 
Secretary—Mr. Carl P. Wright, General Hospital, Syracuse. 


North Carolina Hospital Association 
President—Dr. H. A. Newell, Maria Parham Hospital, Henderson. 
Secretary—Mr. Maynard O. Fletcher, Tayloe Hospital, Washington. 


Northwest Hospital Association 
President—Mr. J. W. Efaw, 5027-42 S. W., Seattle, Wash. 
Secretary—Rev. Axel M. Green, Emanuel Hospital, Portland, Ore. 
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NEW 


Nareotic Books 


are now available!’ 


‘_ forms devised by the Committee 
on Narcotics of the American Hospital 
Association and approved by the Federal 
Bureau of Narcotics, put your narcotic rec- 
ords on the best possible basis. 


PRICE LIST 
No. 1-NR—Cloth Bound, 200 pages. 
Each, $5.25; 6 or more, each, $5.00 
No. 2-NR—Paper Covers, 28 pages. 
1 Book, 50c; 12 or more, each, 40c 
Form 618—Narcotic Requisitions, books 50 duplicate 
sets, size 4x7. 
BOGE Gs caeacxs 50c WP Di 6 ciccscca's $2.50 
5 Books for...... $1.50 ye 5.25 


DELIVERY PREPAID—There is a slight advance over list 
prices in Texas, Florida and Western States. 








Te 


14 @O) 10) 


for Every Hospital 


Purpose 


When Y ou Come to Chicago for the 


SENDA r4ak CENTURY OF PROGRESS— 


We invite you to visit us at 161 W. Harrison 
St. We will be happy to have you stop in to 
see our plant and to inspect our display of 
hospital forms and systems. 





PHYSICIANS’ RECORD CO. 


The Largest Publishers of 
Hospital and Medical Records 


161 W. Harrison Street Chicago, Illinois 





























THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


Hospital Association of Nova Scotia and Prince Edward Island 
President—Rev. H. G. Wright, Inverness, N. S. 
Secretary—Miss Ann Slattery, B.A., R.N., Dalhousie University, Hali- 
fax, N29, 
Ohio Hospital Association 
President—Mr. B. W. Stewart, Youngstown Hospital, Youngstown. 
Secretary—Mr. A. FE. Hardgrove, Akron City Hospital, Akron. 
Oklahoma Hospital Association 
President—Dr. A. J. Weedn, Weedn Hospital, Duncan. 
Secretary—Mr. R. L. Loy, Jr., Oklahoma City General Hospital, Okla- 
homa City. 
Ontario Hospital Association 


President—Mr. R. Fraser Armstrong, General Hosp., Kingston, Ont. 
Secretary—Dr. F. W. Routley, 314 Medical Arts Bldg., Toronto. 


Hospital Association of Pennsylvania 
President—Miss Jessie J. Turnbull, Elizabeth Steel Magee Hospital, 
Pittsburgh. 
Secretary—Mr. Howard E. Bishop, Robert Packer Hospital, Sayre. 
Hospital Association of Rhode Island 
President—Dr. Harry L. Barnes, State Sanatorium, Wallum Lake. 
Secretary—Mr. Charles M. Hoffman, Miriam Hospital, Providence. 


Saskatchewan Hospital Association 
President—Mr. Leonard Shaw, Moose Jaw General Hospital, Moose 
Jaw. 
Secretary—Mr. G. E. Patterson, General Hospital, Regina. 
South Carolina Hospital Association 
President—Mr. F. O. Bates, Roper Hospital, Charleston. 
Secretary—Mr. H. H. McGill, Columbia Hospital, Columbia. 
South Dakota Hospital Association 
President—Dr. H. J. Bartron, Bartron Hospital, Watertown. 
Secretary—Mr. C. W. Carlson, Moe Hospital, Sioux Falls. 
Southern Methodist Hospital Association 


President—Rev. C. W. Webdell, Barnes Hospital, St. Louis, Mo. 
Secretary—Mr. Fred Barnett, 406 Wesley Memorial Bldg., Atlanta, Ga. 
Tennessee Hospital Association 


President— Mr. George D. Sheats, Baptist Memorial Hospital, Memphis. 
Secretary—Mr. B. P. Moffatt, Methodist Hospital, Memphis. 
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THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


Texas State Hospital Association 
President—Dr. J. H. Stephenson, Parkland Hospital, Dallas. 
Secretary—Mr. Joe F. Miller, Houston. 


— 


‘irginia Hospital Association 
President—Dr. W. T. Sanger, Medical College of Virginia, Richmond. 
Secretary—Dr. Lewis E. Jarrett, Hosp. Div., Medical College of 
Virginia, Richmond. 
Western Hospital Association 
President—Dr. J. Rollin French, Golden State Hospital, Los Angeles. 
Secretary—Mrs. Lola M. Armstrong, Western Hospital Review, Los 
Angeles. 
West Virginia Hospital Association 
President—Dr. Albert G. Rutherford, Welch Hospital, Welch. 
Secretary—Mr. Joe W. Savage, P. O. Box 1541, Charleston. 
Wisconsin Hospital Association 
President—Dr. R. C. Buerki, Wisconsin General Hospital, Madison. 
Secretary—Mr. J. G. Crownhart, State Medical Society of Wisconsin, 











Madison. 

An Improved Rubberized Fabric 
An improved rubberized fabric is now 
: being offered hospitals by W. I. Young & 
Would You Like to Company, Watertown, Mass. The basic 
Know About material is known as Sudanette—a fabric 
of exceptionally high quality, woven from 
long staple cotton. Combined with it is a 
N URSING Procedure? layer of specially processed rubber welded 
NURSING Care? permanently to one side of the fabric and 


4 guaranteed not to mildew, crack, check or 
NURSING Education? peel. The material, known as Evercom- 
fort Rubberized Sudanette, is both tub- 

fast and sunfast and is readily laundered. 
Then you need A similar product has previously been 
manufactured from Sudanette. How- 


The American Journal ever, the new Evercomfort product has 
been improved in three ways: (1) more 


of Nursing rubber has been added per square yard; 

(2) all materials have been specially 

450 Seventh Avenue compounded to withstand laundering and 

‘ sterilization better, and (3) impervious- 

New York City ness to oil has been made an added 
feature. 


The advantages of Evercomfort Su- 
danette lie in the fact that the fabric is 
light in texture. Cotton on one side and 
OC ! year $3.00 [2 years $5.00 rubber on the other make it desirable as 


a comfortable sheet, soft and cool, yet 


Here is my subscription: 


PIBING oie Nas Sena as waterproof. It is supplied by the yard 
or in finished articles, and can be used 
I gee do edt et ta by the hospital for sheets, aprons, gar- 








ments and many other items. (See ad- 
vertisement on back cover.) 
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The Hanflig 
ORTHOPAEDIC BED 





This Bed is designed to take care of 
any orthopaedic problem that may pre- 
sent itself in the bed care of orthopaedic 


patients. 


Circular will be sent upon request 


FRANK A. HALi & Sons 


118-122 Baxter Street 
NEW YORK CITY 
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Technical Bulletins of the 
American Hospital Association 


BULLETIN 
NUMBER CONTENTS PRICE 
a4 MDisiniection Latter’ IC Om tayo Mors cosa crx oi0 9" vos h cows od hs 6) 10 iord iele odin OTe ears n/c 
Bi: SRenort: OF COmiMtitkee On EOL s- : 6.5.6 5.6/6s6 56. 5 6d 's G0 16h o.osdo-e ecard duals os gis eiace decors 50c 
48A Report of Committee on Buildings: Construction, Equipment, and Mainte- 
BEANO OR RI te tiis cs AST Nets oh Cateierecie ae © es aiaiet i ahove he aiciat cinnlee ewes 35c 
49 Report of Committee on Laundry Equipment and Supplies (1922)......... 25c 
49A Report of Committee on Laundry Equipment and Supplies (1923)......... 25c 
50 Report of Committee on Hospital Forms Pertaining to Annual Reports (1922) 25c 
50A Report of Committee on Hospital Forms (1923)..............cccceeeeeeee 15c 
51 Report of Special Committee on Gauze Renovation (1922)................ 25c 
51A Report of Committee on Gauze Renovation (1923)............0cc cece eens 25c 
52 Handling of Narcotics in Hospitals not Maintaining Licensed Druggists... n/c 
55 Report of Committee on Training for Hospital Social Work.............. 50c 
57 Report of Committee on Foods and Equipment for Food Service (1923)... 25c 
58 Special Report of Sub-committee on X-ray Departments and Work........ Z0c 
99) SOR P ital Der ate AE aULeS.. 5.605 4 64-04 Ao.k vw ein cos 0s ius Wo io.a ew ee be bee ere8s ere n/c 
60 ‘Report.of Special Conimities On Cleaning. « .:...36.6 ccc oe cc wee'e cance esas veg 50c 
61 Report of Committee on Buildings: Construction, Equipment, and Mainte- 
rates Perea! (1 [2 LS eS ee Pa Tee ar he rare ee ee 35c 
62 Report of Committee on Foods and Equipment for Food Service (1924).... 25c 
66 Report of Committee on Accounting and Records................00ee eee 50c 
68 Report of Committee on Buildings: Construction, Equipment, and Mainte- 
PUATCE BCE oy ote area rahe soles s evar Ne «ote tn Wissen of0xoie als #7sters hve bee SLRS S Siebel Sa TS 50c 
69 -Reportof Gomunittee-on County Hospitals... «.....<o00s605 cic vsssises 0 00 0s eels - 


73 Report of Committee on Out-Patient Work (1928)..............cccc eens 
76 Report of Committee on Hospital Organization and Management (1930).. * Spe 


77. Report of Committee on Postmortem Examinations (1930)............... 50c 
78 GReport OL Lerraty Comittee (L900) 2 2 .cecsivie: cere 6c ose Voy aan eiwrnns te ores oie n/c 
79 Report of -Out-Catient Gonmitiee 0950) oo sack ac ccs ecce se swans ve oee se ceee 50c 
80 Report of Committee on Hospital Planning and Equipment (1930)........ 50c 
81 Report of Committee on Fire Insurance Rates (1931)..............0.000- 50c 
S2 -deeport-or. Committee on: Autopsies CA9GL) 6. «66s sies-0 cess os.0.0 v.0ce eee eltcies 50c 
83 Report of Legislative Reference Committee (1931).............. eee eeeee 50c 
84 “Renort:ot Conmutiee on: Narcotics (1931) <2... 00 occ oscccccncsceveecsoeses 50c 
85 Report of Committee on Public Health Relations (1931)................. 50¢ 
86 Report of Committee on Hospital oi and Equipment (1931)......... 50c 
S/ Report of Out-Patient Committee (C1931) oi... scc0 cc cccsscecevicc cases cocien 50c 
88 Report of Committee on Hospital Organization and Management (1931)... 50c 
89 Report of Committee on Employees’ Retirement (1931).................. 50c 


90 Report of Committee on Simplification and Standardization of Furnishings, 
Supplies, and Pauininent (C1981). « <s.<.o0-s.00's 0-0 sess ces sas Ree eden <a 
91 Report of Committee on Workmen’s Compensation and Liability (1931)... 50c 


93 Report of Committee on Hospital Planning and — 057) Sere 50c 
94 Report of Legislative Reference Committee (1932)............... eee eee ee 50c 
95 Report of Committee on Nomenclature in Uniform Staff Organization (1932) 50c 
96 Report of Committee on Bed Occupancy of Hospitals (1932)............. 50c 
07 =“Report‘or Committee on Autopsies: (19382) oss c0 ceases sees se vsesteeces 50c 
99 Report of Committee on Employees’ Retirement (1932)..............00055 50c 
100: “Report of Commiuttee: on Clinical Records: (1932)... oi6..50:.6005 000 cc aceicece 50c 
101 Report of Committee on Workmen’s Compensation and Liability Insur- 

IME ROBE)! fe ccizre- ele cin lari ie NH. 8id k WOs SRT OE SEES MENU 60s, 0 Ws BEARS bee 8 em 50c 
102 Report of Committee on Fire Insurance Rates (1932)...........+eeeeeees 50c 
104 Report of Committee on Simplification and Standardization of Furnishings, 

HODES, “at ECOIDIICHEN CADE) xc s:oreicrnisiss oie este ola sip oie eee erekare siete ere 50c 
105 Report of Committee to Study Reports of Committee on the Costs of Med- 

Pech CSET roe 15122) IM a OO eee area 50c 
106: Report of Out-Patient Committee GI9SZ) <5 006.08 oes sewn seevescses 50c 


107. Report of Committee on Hospital Organization and Management (1932).. 50c 
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Uniform Size and Strength 


D&G Sutures have always been noted for their uniformity of size and 
strength. This uniformity is the result of the utmost care in the selection 
of materials and in their processing; plus positive checks at every step. 


DAVIS & GECK, INC. ~- 217 DUFFIELD ST. - BROOKLYN, N. Y. 
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ANNOUNCEMENT TO HOSPITALS 
a New “Evereomfort Rubberized 
Sudanette” 


T THE last Annual Convention 

of the American Hospital 
Association, in Detroit, "Everdry 
Sudanette" was introduced to the 
hospital field. This rubberized 
fabric of unusual quality met with 
an instant approval among _ hos- 
pital people. 


The new “Evercomfort Rubberized 
Sudanette"’ has undergone favor- 
able tests in hospitals and special 
laboratories. In one intensive test, 
for example, it was sterilized 62 
times without apparent injury. 
Each piece of fabric is submitted 

to individual laboratory 





During the past months 


extensive tests and in- | scdanette": 


Here are a faw uses for 
"Evercomfort 
Sheets, pillow 


tests, thus safeguarding 


Rubberized | continuity of quality. 


vestigations have been 
conducted with the 
idea of giving the 
product an even great- 
er usefulness. As a re- 
sult, the Secret Form- 
ula used in the produc- 
tion of this superior ar- 
ticle has beer taken 
over by Mr. W. I. 
Young. 


cases, draw sheets, operat- 
ing table covers, bassinette 
sheets, bibs. diapers show- 
er curtains, surgeons’ 
aprons, nurses’ aprons, rub- 
ber sleeves, patients’ gar- 
ments, cperating gowns, 
surgical dressings, stomach 
pads and covers for hot 
water bottles. Evercomfort 
Sudanette is as workable as 
fine cotton goods—pur- 
chased by the yard it can 
be used in jhe sewing 
rooms to make garments 
or accessories, where light- 
ness and coniness are ce- 
sirable, at NO sacrifice in 
protection aqainst moisture. 


Thus today "Evercom- 
fort Rubberized Su- 
danette" is offered to 
hospitals as a perfected 
material, _ specifically 
adapted to the needs 
and problems of insti- 
tutions. In service it re- 
places the usual mat- 
tress blanket, rubber 
sheet and cotton sheet 








Improvements have 





—combining the three 





now been made to en- 

dow the product with greater dur- 
ability in laundering and steriliza- 
tion. Manufacturing arrangements 
for the new “Evercomfort Rubber- 
ized Sudanette’’ have been ar- 
ranged with a well-known rubber- 
izing plant. The extensive and 
modern equipment of the new 
plant will assure the field of a su- 
perior material at an economical 
cost. 


necessities in one. It is 
also ideal for all-purpose hospital 
sheets, draw sheets, surgeons’ 
aprons, nurses’ aprons, pillow 
cases, stomach pads, water bottle 
covers, diapers, shower curtains 
and a great many other utilities 
throughout the institution. 
"'Evercomfort Rubberized Sudanette" is 
manufactured in 36-in., 50-in. and 63-in. 
widths. It is supplied in finished items or 


shipped in 15-yd. and 30-yd. rolls. Write 
for a sample, for prices and further details. 


Vanufaclured for 
W. I. YOUNG & COMPANY, Exclusive Sales Agents 
WATERTOWN, MASS. 


HOOD RUBBER PRODUCTS CO., Watertown. Mass. 














